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ABSTRACT
A Sequential Explanatory Mixed Methods Study of Chief Nurse Executives on Creating a
Culture of Inclusiveness
by Toloue Aria
Purpose: The purpose of this sequential explanatory mixed methods study was to
identify and describe the leadership strategies that exemplary chief nurse executives use
in inpatient acute care hospitals located in Southern California to create an organizational
culture of inclusiveness using Kennedy’s (2008) 5 leadership qualities of cultural
differences.
Methodology: A sequential mixed methods research design was selected to answer this
study’s research questions. The researcher was a part of a thematic group of 10 peer
researchers and 7 faculty advisors. Through purposeful sampling, the researcher selected
18 exemplary chief nurse executives for survey data collection using instrumentations
developed by the thematic. From the 18 participants, 6 were selected to participate in
virtual semistructured open-ended interviews. The final analysis of this sequential mixed
methods research design summarized the findings that emerged from both quantitative
and qualitative data.
Findings: The findings of this study revealed that exemplary chief nurse executives
believe that creating a culture of inclusiveness will lead to positive organizational
outcomes, meeting the patient’s diverse needs, and encouraging a respectful and
accepting environment. Based on quantitative data analysis, the summary of the survey
items produced similar responses of strong agreement with the five leadership qualities of
culture difference as defined by Kennedy (2008).
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Conclusion: Seven conclusions were drawn from this study’s data analysis of exemplary
chief nurse executives. Creating a culture of inclusiveness is an active pursuit and (a)
requires routine conversations, (b) using all 5 leadership qualities of cultural difference,
as defined by Kennedy (2008). Chief nurse executives can create a culture of
inclusiveness using the strategies of (c) intentionally encourage diverse perspectives,
(d) actively participate in meetings and organization events to understand individual staff
members’ differences, (e) create a safe space to share ideas, (f) serve as a role model for
the expected behaviors, and (g) embrace a shared governance model.
Recommendations: Further causal-comparative research is needed to compare the
strategies identified by the exemplary chief nurse executives and the perceptions of
employees and patients. Additionally, further research should be conducted on different
types of hospitals, including integrated health care systems and specialized medical
centers.
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PREFACE
Following discussions and considerations regarding the opportunity to study Deb
Kennedy’s (2008) cultural inclusiveness in multiple types of organizations. Seven
faculty advisors and 10 doctoral students discovered a common interest in exploring the
ways exemplary leaders create a culture of inclusiveness using the five qualities of
cultural differences. The qualities Kennedy described are (a) “makes diversity an
organization priority,” (b) “gets to know people and their differences,” (c) “enables rich
communication,” (d) “holds personal responsibility as a core value,” and (e) “establishes
mutualism as a final arbiter” (pp. 35-39).
The 10 peer researchers and seven faculty advisors ultimately determined that an
sequential explanatory mixed methods design would be most appropriate to identify and
describe the leadership strategies that exemplary leaders use to create an organizational
culture of inclusiveness using Kennedy’s (2008) five leadership qualities of cultural
differences. Exemplary leaders were selected by the team from various public,
government, for-profit, and nonprofit organizations to examine the behaviors these
professionals used. Each researcher surveyed 18 and interviewed six exemplary leaders
outlined in Putting Our Differences to Work: The Fastest Way to Innovation, Leadership,
and High Performance (Kennedy, 2008). To ensure thematic consistency, the team
cocreated the purpose statement, research questions, definitions, interview questions, and
study procedures. It was agreed upon by the team that for increased validity, data
collection would involve mixed methods using both interviews and surveys.
Throughout the study, the term peer researcher is used to refer to the other
researchers who conducted this thematic study. The thematic team consisted of the

xvi

following doctoral students and peer researchers and their respective fields of study:
Martha Martin, Latina leaders in school systems; Stephanie Smart, elementary school
principals; Toloue Aria, chief nurse executives; Tonia Watkins, human resource leaders
in K-12 school; Marisol Alaniz, deans in nonprofit college; Kelly Kennedy, K-12
superintendents; Nemo Withana, finance leaders in banking; Nicole Tafoya, school
counselors; Leila Dodge, elementary school principals; and Lynn Carmen Day, K-12
superintendents.
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CHAPTER I: INTRODUCTION
Today, the United States is home for individuals with diverse cultural
backgrounds due to globalization and advancements in technology (Mandelbaum &
Friedman, 2011). Additionally, the diversity in the population is expected to increase
with projections of U.S. demographic data by 2043 being 47% non-Hispanic Whites,
29% Hispanics, 13% Blacks, and 9% Asians (Ogbolu, Scrandis, & Fitzpatrick, 2018).
Moreover, according to Baker (2018), California has been recognized as the leading
destination for immigrant workers. Changes in the population mandate leaders to
manage cultural diversity in the workforce to promote a culture of inclusiveness in the
organization (Franklin et al., 1998; Sinkfield-Morey, 2018; Turner, 2018).
An increasingly diverse population requires leaders to become effective and have
influence across cultures (Turner, 2018). Many researchers confirm that cultural
intelligence (CQ) is necessary to lead the diverse health care workforce (Brannen, 2016).
CQ extends beyond traditional intelligence to describe an individual’s ability to function
in a culturally diverse setting (Earley & Ang, 2003). CQ leads to effective leadership
because of the leader’s capability to adapt and shape interactions, cross-cultural
interactions, and communication (D. C. Thomas, 2006). CQ is critical for health care
leaders because it predicts effective communication, which directly impacts the care that
patients receive (Campbell, 2018).
With the changes in the populations and regulatory mandates, acute hospital
administrators must create an environment of inclusiveness to meet the needs of the
diverse population (Franklin et al., 1998). Researchers who study the impact of culture
have urged leaders to create a positive culture of teamwork to increase engagement,
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patient safety, and positive clinical outcomes (L. Thomas & Galla, 2013). Health care
organizations comprised of a diverse workforce are afforded an opportunity to become
leaders in progress and positive patient outcomes by embracing and promoting the
diversity in their employees (Rosseter, 2019; Sheppard, 2018; Turner, 2018; Xiao, Willis,
& Jeffers, 2014).
Supervising a large culturally diverse population of nurses, who in turn serve a
diverse population of patients, acute care chief nurse executives perform an essential
leadership role within hospital systems (Kippenbrock, 1995). They train, communicate,
and motivate the nursing staff who provide critical care to patients throughout the
complex hospital enterprise (Shepherd, 2019). Serving a widely diverse population,
acute care chief nurse executives are challenged daily to use culturally intelligent
approaches that build a cohesive, competent, and effective nursing team (WeechMaldonado, Elliott, Schiller, Hall, & Hays, 2012). With the current numbers and
projections of population changes, the chief nurse executive must develop strategies to
engage the diversity in their workforce (Fowler, 2018; Rosseter, 2019; Shepherd, 2019;
Sinkfield-Morey, 2018).
Background
With the changes in the population and expected continued expansion of
immigrants in the United States, leaders must develop a culture of inclusiveness to
encourage innovation to sustain the business (Baker, 2019; Sinkfield-Morey, 2018;
Turner, 2018). Earley and Ang (2003) introduced CQ, which describes an individual’s
ability to function in a culturally diverse setting. Ang et al. (2007) contended, “CQ is a
specific form of intelligence focused on capabilities to grasp, reason, and behave
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effectively in situations characterized by cultural diversity” (p. 337). Furthermore, it has
been predicted that CQ has enhanced leadership effectiveness as leaders work with
diverse workforces across the globe (Groves & Feyerherm, 2011).
With the globalization and changes in technology, the health care industry has
faced significant changes with the influence of intercultural contact (Cheon, 2019),
leading to increased diversity in the patient population (Bailey & Cardin, 2018;
Mandelbaum & Friedman, 2011). Diversity is the perspectives, differences, and
approaches of individuals of different groups (D. A. Thomas & Ely, 1996). Diversity is
influenced by an individual’s cultural background; culture describes the interconnected
shared knowledge, meaning, and practices across a group (Cheon, 2019). Together,
cultural diversity is the plurality of knowledge of individuals who adhere to a specific
culture (Cheon, 2019).
In an organization, culture refers to the norms and environmental characteristics
of an organization, which includes specific behaviors and social manifestations among
the individuals within the business (Mercadal, 2018). Health care administrators today
must develop a culture of inclusiveness to meet the diverse needs of the population in
order to provide culturally sensitive care. Researchers have urged health care
administrators to incorporate CQ in the acute care hospitals to enhance an environment of
inclusiveness (Shepherd, 2019; Sinkfield-Morey, 2018).
Brief History and Evolution of Diversity in the United States
The United States has a long history of immigration, defining America as a
melting pot. The United States is home to a large population of diverse individuals
originating from its inception with European colonization (McCorkle, 2018). The history
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of immigration has been a central part of the United States with individuals and families
arriving through Ellis Island and Angel Island beginning in the 1890s. The rate of
immigrants in the country, however, has been less fluid with acceptance varying
throughout history, including different groups receiving entry permission and restrictions
supported by legislative restrictions (McCorkle, 2018).
Theoretical Foundations
Cognitive diversity. Cognitive diversity is perceived individual differences of
knowledge, preferences, and beliefs. In a multidisciplinary team, cognitive diversity
describes the individual’s knowledge differences, which provide specialized input in the
same profession (Mitchell, Boyle, & Von Stieglitz, 2019). Researchers have believed
that “diversity operates as a mediating mechanism through which professional
commitment enhances team effectiveness, defines the team’s performance” (Mitchell et
al., 2019, p. 472).
Social cognitive perspective. Organizations today face increased complexity,
including changes in tasks, technology, and team structures (Kentischer, KleinknechtDolf, Spirig, Frei, & Huber, 2018; Vander Elst et al., 2016). While an individual’s
knowledge can positively predict his or her effectiveness in an organization (Mitchell et
al., 2019), sharing the specialized knowledge today has been associated with team
success (Chen & Lin, 2013). Social cognitive theory evaluates why people participate in
knowledge-sharing behaviors. Reflecting on the cultural diversity of employees in an
organization sharing knowledge is critical for the success of an organization (Chen &
Lin, 2013). To move from individual knowledge to shared knowledge, leaders must first
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understand the individual’s differences (Chen & Lin, 2013) and develop a culture of
inclusiveness.
Development of cultural intelligence theory. With the advancements of
technology and globalization, the world has continued to change and has opened its
borders (Mandelbaum & Friedman, 2011). To provide effective leadership strategies for
leaders working with a diverse workforce, CQ was developed. Earley and Ang (2003), as
pioneering researchers, identified CQ as a new intelligence quotient to extend beyond the
cognitive and emotional intellect to include diversity across cultural settings. Earley and
Ang described CQ as an individual’s ability to function in a culturally diverse setting.
Researchers studied CQ to understand the differences among individuals when adapting
to new cultures (Earley & Ang, 2003). Furthermore, CQ strives to examine the “nature
of intelligence from a cultural viewpoint” (Earley & Ang, 2003, p. 4).
From the pioneer researchers, further studies provided strategies and developed a
model for leaders to manage diversity in their workforce effectively. A four-factor model
of CQ was designed to incorporate metacognitive CQ, cognitive CQ, motivational CQ,
and behavioral CQ (Ang et al., 2007). Finally, D. C. Thomas et al. (2008) defined the
domains of CQ as “cross-cultural interactions, social cognition, and intelligence”
(p. 124).
Four dimensions of cultural intelligence. From the conceptual definition of
CQ, Ang, Van Dyne, and Koh (2006) developed the measurement of CQ and provided
insights into its application across different disciplines. Van Dyne, Ang, and Tan (2017)
added to the previous researchers by defining CQ as cultural diversity across the
spectrum of nationality, age, gender, and religion. The authors conceptualized CQ into
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four dimensions of metacognitive CQ, cognitive CQ, motivational CQ, and behavioral
CQ (Ang et al., 2006). Furthermore, to enhance the existing theory of CQ, Ang et al.
(2007) developed a measuring scale to align existing job satisfaction measures with CQ.
Cultural intelligence domain assessment. CQ was initially developed to study
leadership effectiveness and communication across cultures; however, D. C. Thomas et
al. (2008) believed that the definitions were less clear and lacked the specificity of
intercultural competence. To address the fundamental issues of intercultural competency,
the authors defined CQ in three domains: cross-cultural interactions, social cognition, and
intelligence (D. C. Thomas et al., 2008). The researchers described the domains of CQ as
(a) cultural knowledge, which is the ability to recognize the differences; (b) skills, which
are the perceptual, relational, and adaptive skills; and (c) cultural metacognition, which is
heightened awareness of cultural experiences (D. C. Thomas et al., 2008). One of the
critical differentiations with domain assessment is cultural metacognition, which is an
individual’s deliberate control of his or her thoughts. Cultural metacognition is the
linking of conscious thoughts to adapt to the cultural differences in an individual’s
environment (D. C. Thomas et al., 2008).
Theoretical Framework
In a fast-changing environment influenced by technology and globalization,
organizations are challenged to sustain the business. Additionally, the impact of
globalization has led to increased diversity in the population across the United States
because of intercultural interactions (Cheon, 2019; McCorkle, 2018). The changes in the
population have amplified the demand for organizations to increase innovation to sustain
the business (Bailey & Cardin, 2018).
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Extending beyond CQ theory to application in today’s diverse environment,
Kennedy (2008) identified three themes to increase innovation and put the individual’s
differences to work. The first theme was that organizations are becoming more diverse,
and leaders must understand how this influences the business at all levels. The second
theme was that 21st-century leaders must increase diversity leadership in their
organizations. The third theme noted that leaders must know how to utilize diversity
within the organization in order to meet the needs of customers.
Moreover, Kennedy (2008) argued that employees are the greatest asset of the
organization, and the key to adapting to the changed diversity of the population is to
establish a diversity business plan. To provide practical resources for the leaders,
Kennedy contended that leaders must develop five distinct characteristics to put
individual differences to work. The author described the five characteristics as
(a) “makes diversity an organization priority,” (b) “gets to know people and their
differences,” (c) “enables rich communication,” (d) “holds personal responsibility as a
core value,” and (e) “establishes mutualism as a final arbiter” (Kennedy, 2008, pp. 3539).
Makes diversity an organizational priority. A complicated business structure
far too often leads to a heightened focus of the short-term, bottom-line metrics. The
limitations of the short-term gains are the inability to focus on the individuals in the
organization. Kennedy (2008) argued that organizations must consciously recognize the
individual differences and utilize their diversity to enhance creativity and innovation.
Gets to know people and their differences. Getting to know people and their
differences requires a leader to develop curiosity and appreciation of individual
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differences. By getting to know people and their differences, a leader can tap into the
unique perspectives and gain fresh ideas and solutions from the diverse workforce
(Kennedy, 2008).
Enables rich communication. Kennedy (2008) described enabling rich
communication as the level-setting of the organizational hierarchy. The author noted that
level-setting of the organization enhances two-way communication allows others to have
a say, and increases openness to listen to others (Kennedy, 2008).
Holds personal responsibility as a core value. Putting employee differences to
work requires all members of the team to have a shared personal responsibility to engage
the differences among the individuals. Additionally, the leaders must take the
opportunity to influence, support, inspire, and encourage others (Kennedy, 2008).
Establishes mutualism as a final arbiter. The last characteristic, according to
Kennedy (2008), is establishing mutualism as the final arbiter. The author urged leaders
to consciously evaluate behaviors, decisions, and thinking with the perspective of
creating a win-win solution where everyone benefits, and no one is harmed (Kennedy,
2008).
As with most businesses impacted by the rapid changes in technology and
globalization, the health care industry has seen significant positive advancements in care
systems. These changes have led to an improvement in care, leading to more complexity
of care (Bailey & Cardin, 2018). Health care leaders must adapt and innovate new
practices to sustain a business with the changes in the environment. In addition to the
internal changes in acute care hospitals, external regulatory agencies have provided
mandates to meet the culturally sensitive care of the diverse population (Umbdenstock,
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2013). Leaders of acute care hospitals can benefit from utilizing the strategies provided
by Kennedy (2008) to put employees’ differences to work by leveraging the diversity in
the employees to meet the culturally diverse needs of the patients.
With high stakes of patients’ lives and hospital licenses on the line, ensuring that
culturally sensitive care is provided is a priority of health care leaders. With an
increasingly large population of immigrant health care workers, recognizing the cultural
diversity in the employees will lead to an environment of inclusiveness and is the key to
sustaining business (Maier-Lorentz, 2008; Sinkfield-Morey, 2018). As the population
changes with increased immigration, the invaluable resource for health care organizations
is in leveraging the diversity in the employees to meet the culturally diverse needs of the
patients.
To leverage diversity in the employees, according to Kennedy (2008), leaders
must make a conscious personal decision (Molenmaker, De Kwaadsteniet, & Van Dijk,
2016; Tausen, Miles, Lawrie, & Macrae, 2018) to prioritize diversity by getting to know
the employees and their differences. In the health care industry, two-way communication
is essential in aligning the leader’s decisions about the operations with the frontline staff
(Essaian, 2018; Patel, 2015). Effective communication in the health care industry has led
to reduced conflict in the workplace, patient satisfaction, and quality of care (Essaian,
2018). With the increased pressure for health care leaders to meet the needs of their
patients, having a shared responsibility (García-Granero, Fernández-Mesa, Jansen, &
Vega-Jurado, 2018) means ensuring that all decisions incorporate individual differences.
Effective health care leadership mandates that both leaders and followers have congruent
goals (Chai, Hwang, & Joo, 2017) with positive patient outcomes as the final arbiter.
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Cultural Intelligence and Leadership
Today the health care industry faces increased complexity in meeting patients’
needs with the influence of globalization and increased diversity of the patient population
(Kentischer et al., 2018; Umbdenstock, 2013). With the continued increase in
immigration impacting both the workforce and the patient population, leaders must
develop cross-cultural strategies to meet the needs of their patients. To provide culturally
sensitive care, health care leaders can engage the diversity of the employees.
To engage diverse employees, leaders must develop CQ (Campbell, 2018;
Weech-Maldonado et al., 2012). A leader’s high CQ has been associated with improved
health care performance, competencies for diversity attitudes, and increased respect to
diversity climate (Weech-Maldonado et al., 2018). Likewise, a leader’s value of an
individual’s cultural differences has been associated with health care workers’ job
satisfaction and retention, and allows them to build a trusting relationship among their
culturally diverse peers (Beheri, 2007).
Health Care Mandates for Cultural Inclusiveness
In 1998, One America in the 21st Century: Forging a New Future, which
documented the President’s initiative on race, was published by the Advisory Board to
President Clinton (Franklin et al., 1998). The report highlighted efforts of race in
reducing the disparities of treatment for many industries, including health care. The
report additionally provided recommendations to address the inequalities of care and
mandated providers to be more culturally competent, provide language assistance, and
increase diversity in the workforce to ensure that individuals have equal access. Finally,
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the report urged that cultural differences be viewed as learning opportunities rather than
challenges (Franklin et al., 1998).
In 2014, approximately 18.2 million lives in California were being covered by
Medicare Advantage contracts, health maintenance organizations (HMOs), and partial
capitation arrangements, which is a pay-for-service health care plan (Fulton, Pegany,
Keolanui, & Scheffler, 2015). Alongside the federal mandates, state-specific regulations
have been enforced by regulatory agencies, which add regulatory requirements impacting
the hospital’s reimbursement, license to operate, and quality measures (California
Department of Health Care Services, 2020; California Department of Insurance, n.d.;
California Department of Managed Healthcare, 2020; Centers for Medicare and Medicaid
Services, 2020b; The Joint Commission, 2020; National Committee for Quality
Assurance, 2020; U.S. Department of Health and Human Services, 2020). The regulatory
agencies influence not only the acute care hospital’s license but also the reimbursement
of payment. The regulatory agencies provide guidelines including quality of care, which
includes culturally sensitive practices (Franklin et al., 1998; Fulton et al., 2015).
Role of health care administration. Health care leaders today need to eliminate
the disparities in care and ensure that culturally sensitive care is provided to the diverse
patient population (Institute for Diversity in Health Management, 2016b; Umbdenstock,
2013). The results of the literature review speak to the need for increased attention on the
leader’s CQ to establish an environment of inclusiveness (Brannen, 2016; SinkfieldMorey, 2018). By encouraging diversity practices in employees, health care leaders can
make strides in providing equitable and culturally sensitive care to all patients (Beheri,
2007). Cultural competency supports patient needs by building trust, improving effective
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communication, cultivating a better understanding of patient’s beliefs about their health
without assumptions, creating higher patient satisfaction, ultimately resulting in positive
health outcomes (Çelik, Storme, & Forthmann, 2016; Maier-Lorentz, 2008).
Role of chief nurse executive. Over the past 25 years, the role of the chief nurse
executive has changed significantly (Waxman, 2015). With the complexity of patient
needs, chief nurse executives have been given increased responsibility, including
managing operations, adhering to regulatory mandates, establishing the vision for the
operation, and managing the largest group of health care workers in an acute care
hospital, which is the inpatient nursing team of professionals (Chai et al., 2017;
Crawford, Omery, & Spicer, 2017; White, 2012). Serving a significant population of
employees, the chief nurse executive relies on the frontline nursing staff to make critical
decisions for the safety of patients daily. To guide the frontline staff, the chief nurse
executive sets the tone and expectation for the hospital and provides the strategic plan for
the operations (Kippenbrock, 1995). To eliminate the inequalities in care, leaders can
create an environment of inclusiveness by leveraging the diversity of the employees.
Cultural intelligence and chief nurse executive. In addition to managing the
largest group of employees in an acute care hospital, the chief nurse executive supervises
a large, culturally diverse population of employees. Acute care hospitals have made
significant strides to increase the diversity in the employees, including attracting students
from different backgrounds (Rosseter, 2019); however, there is an opportunity in
identifying practical strategies to engage the diversity in the individuals to meet the needs
of the diverse patient population (Shepherd, 2019). To eliminate the disparities in care,
nursing leaders must incorporate CQ into the organization (Campbell, 2018). CQ will

12

not only encourage the diversity in employees but will also increase their ability to
function across culturally diverse settings (Earley & Ang, 2003), which will lead to an
environment of inclusion (Sinkfield-Morey, 2018).
Statement of the Research Problem
With the changes in the population and regulatory mandates, equality of care has
become a goal for every American hospital administrator (Franklin et al., 1998; Institute
for Diversity in Health Management, 2016b; Ogbolu et al., 2018; Umbdenstock, 2013).
The challenge for health care leaders, however, is how to eliminate the disparities in care
and provide culturally sensitive care to meet the needs of the diverse population in the
United States. Literature has strongly suggested that to reduce the disparities in the care
systems, leaders must develop CQ (Campbell, 2018; Franklin et al., 1998; Institute for
Diversity in Health Management, 2016b; Weech-Maldonado et al., 2012, 2018).
CQ is described as one’s “capabilities to understand cultural differences and also
the capabilities to bridge those differences” (Van Dyne et al., 2017, p. 2). In fact, by
having high CQ, a leader can put individual differences to work by embracing diversity
in the workforce. Putting individual differences to work encourages creativity,
innovation, and problem solving, which leads to effective leadership and addresses the
distinct cultural needs of the patients in the hospital (Kennedy, 2008; Patel, 2015;
Volckmann, 2009).
Exemplary chief nurse executives manage the largest and most diverse population
of health care professionals leading the inpatient nursing teams (Crawford et al., 2017;
Sinkfield-Morey, 2018; White, 2012; Xiao et al., 2014). The nursing team in most
inpatient hospitals is composed of registered nurses, licensed vocational nurses, certified
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nurse assistants, administrative staff, technicians, and others with skills based on the
specialization of the acute care hospital (Crawford et al., 2017; Waxman, 2015).
Additionally, the chief nurse executive sets the tone, provides direction to her or his
subordinates, and establishes the expectations and culture within the workplace
(Waxman, 2015). Understanding how the acute care chief nurse executives apply
culturally intelligent leadership practices can inform hospitals on how to improve the
practices and critical services their nurses provide to an increasingly diverse patient
population.
To address the disparities in care, diversity programs must incorporate the health
care clinical setting (Shepherd, 2019). Moreover, organizations need a practical CQ
program that not only provides background information but also provides resources for
health care leaders (Shepherd, 2019). Kennedy (2008) offered five distinctive qualities of
leadership to put individual differences to work as a practical resource to address the
diversity in the workforce. The author argued that leading with the five qualities will
encourage creativity, innovation, and problem-solving. Further research is necessary to
identify and describe Kennedy’s five characteristics applied to health care leadership.
Purpose Statement
The purpose of this sequential explanatory mixed methods study was to identify
and describe the leadership strategies that exemplary chief nurse executives use in
inpatient acute care hospitals located in Southern California to create an organizational
culture of inclusiveness using Kennedy’s (2008) five leadership qualities of cultural
differences.
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Research Questions
1. What strategies do exemplary chief nurse executives use to make diversity a priority?
2. What strategies do exemplary chief nurse executives use to get to know people and
their differences?
3. What strategies do exemplary chief nurse executives use to enable rich
communication?
4. What strategies do exemplary chief nurse executives use to make personal
responsibility a core value?
5. What strategies do exemplary chief nurse executives use to establish a mutualism as
the final arbiter?
6. What do exemplary chief nurse executives perceive as the most important advantages
of creating an organizational culture of inclusiveness?
Significance of the Study
With increased immigration rates, it is estimated that by 2043 less than 50% of
the population in the United States will be non-Hispanic White, reinforcing America as
the “melting pot” (Ogbolu et al., 2018; U.S. Census Bureau, 2015). This shift in the
diversity of the population will affect health care and the services the system provides.
Acute care hospitals provide an environment that is open to all, regardless of the
individual’s background (Fortin & Maynard, 2018). With the changes in the population,
mandates to increase culturally sensitive care have increased pressure for the health care
industry to meet the needs of patients (Bailey & Cardin, 2018; Ibarra, 2019).
Based on an examination of the existing body of knowledge, including
dissertations, articles, and books, significant research is available confirming that health
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care administrators must provide culturally sensitive and equitable care (Essaian, 2018;
Institute for Diversity in Health Management, 2016b; Umbdenstock, 2013). However, a
critical gap exists in identifying strategies to achieve culturally sensitive and equitable
care. Additionally, a significant gap exists on how chief nurse executives can
successfully encourage the diversity in the health care workforce to provide more
culturally sensitive and equitable care to patients in an acute care hospital (Franklin et al.,
1998).
Cultural inclusiveness and providing culturally sensitive care are the goals of
health care administrators; however, current cultural sensitivity programs leave health
care in greater danger of not meeting the patient’s diverse cultural needs. In fact, lack of
cultural understanding has been associated with the practitioners identifying the patients
as “a problem” or “difficult” when diverging from the Western therapeutic approaches
(Fortin & Maynard, 2018, p. 37). Additionally, the current training programs are
ineffective in long-term behavior changes in health care employees (Shepherd, 2019). As
a result, ineffective cultural sensitivity programs have led to employees feeling
patronized and blamed for the disparities in care. Furthermore, ineffective training
programs have led to patients feeling patronized and perceiving their care as insincere
(Shepherd, 2019).
While hospitals strive to eliminate the disparities in care, a critical gap exists in
addressing diversity within the workforce. Health care leaders have an opportunity to
improve the equity of care by promoting diversity in their operations (Institute for
Diversity in Health Management, 2016b; Umbdenstock, 2013). Moreover, experts who
study cultural diversity in the workplace have identified a positive relationship between
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diversity practices and an employee’s perception of inclusion (Downey, Werff, Thomas,
& Plaut, 2015). Evidence suggests that there is a positive association between diversity
and multicultural sensitivity leading to a culture of inclusion, which can only benefit
patient care in the future (Beheri, 2007).
The chief nurse executive of an acute care hospital is responsible for developing
the long-term vision of the inpatient nursing units of the acute care hospital (Crawford et
al., 2017). Additionally, the chief nurse executive sets the tone and expectations for the
operations. Moreover, the chief nurse executive is responsible for managing the largest
population of health care employees who are also the most culturally diverse group
(J. White, 2012). To eliminate the disparities in care, chief nurse executives need
practical strategies to incorporate the diversity in their employees to meet the needs of
culturally diverse patients. Kennedy (2008) identified five qualities to be adapted by
leaders in an organization to understand and work with employees’ differences.
This research describes the effectiveness of the five distinct characteristics
identified by Kennedy (2008) in a nursing unit of an acute hospital. This study will
provide the chief nurse executives of an acute care hospital with strategies that can help
to eliminate the disparities in care by managing the diversity in the nursing workforce.
Findings from this study may be used in the future to develop effective culturally
sensitive programs and trainings so that both patients and employees have positive
experience and outcomes.
Definitions of Terms
Acute care hospital. Acute care hospital is a hospital that is licensed by the
California Department of Public Health (2016) that provides inpatient medical care for a
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short period for critical illness or condition (Centers for Medicare and Medicaid Services,
2020a).
Chief nurse executive. The chief nurse executive, who may also be referred to as
chief nurse officer, is the person who occupies an executive position in the administration
department of an inpatient acute care hospital. The chief nurse executive is responsible
for the management of the inpatient nursing units, which are the largest group of
employees in the hospital (J. White, 2012). Additionally, the chief nurse executive is
responsible for developing the vision for the inpatient nursing units and aligning goals
with the organization’s mission (Crawford et al., 2017).
Organizational priority. Diversity as an organizational priority is an intentional
action to embrace individuals’ unique differences, perspectives, and talents as an
identifier for organizational success (Kennedy, 2008; Winters, 2015).
Know people and their differences. Knowing people and their differences is
intentionally developing deep knowledge, expertise, and empathy about diversity through
curiosity, experiences, and daily practice (Hesselbein & Goldsmith, 2009; Kennedy,
2008; Travis, Nugent, & Lengnick-Hall, 2019).
Enables rich communication. Rich communication is the transfer of
information with the intent to understand the meaning and broaden one’s perspective,
resulting in a personal connection between individuals (Armengol, Fernandez, Simo, &
Sallan, 2017; Daft & Lengel, 1986; Jensen, Moynihan, & Salomonsen, 2018; Kennedy,
2008).
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Personal responsibility as a core value. Personal responsibility as a core value
is a leader’s conscious ownership of his or her actions and the impact he or she has on
others (Kennedy, 2008; Molenmaker et al., 2016; Tausen et al., 2018).
Mutualism as the final arbiter. Mutualism as the final arbiter is where everyone
benefits, and no one is harmed by the decisions and actions within the team or
organization (Kennedy, 2008). Mutualism establishes trust in organizations through a
deep sense of shared purpose, a thoughtful inspection of each member’s ideas and
interests, and interdependence when performing roles and responsibilities (Harvey &
Drolet, 2006; Mishra, 1996; Rau, 2005).
Culture of inclusion. A culture of inclusion is the incorporation of diverse
individuals in an environment of mutual respect and acceptance that recognizes and
values their unique contribution to the success of the organization (Azmat, Fujimoto, &
Rentschler, 2015; Kennedy, 2008; Mak, Daly, & Barker, 2014; Tawagi & Mak, 2015).
Culture. Culture is all learned and shared human patterns or models that
distinguish the members of one group of people from another (Damen, 1987).
Cultural intelligence. Cultural intelligence is an individual’s ability to relate and
work effectively in culturally diverse settings (Ramirez, 2014).
Delimitations
The delimitations of this study were 18 chief nurse executives of acute care
hospitals in Southern California who met the following criteria as exemplary nursing
leaders. For the purposes of this research, exemplary leaders were defined as those who
were set apart from their peers in a supreme manner with the exhibition of at least four of
the following characteristics:
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• The chief nurse executive participates in organizational and community activities
involving diverse individuals.
• The chief nurse executive demonstrates evidence of leading a culturally inclusive
organization.
• The chief nurse executive has a minimum of 5 years of experience in the profession.
• The chief nurse executive has had articles, papers, or materials written, published, or
presented at conferences or association meetings about cultural inclusion.
• The chief nurse executive has received recognition by his or her peers as a leader who
gives respect to all people.
• The chief nurse executive has a membership in professional associations in his or her
field.
• The chief nurse executive has a membership in associations or groups focused on his
or her field.
Organization of the Study
This sequential explanatory mixed methods study identifying and describing the
leadership strategies that exemplary chief nurse executives use in inpatient acute care
hospitals located in Southern California to create an organizational culture of
inclusiveness using Kennedy’s (2008) five leadership qualities of cultural differences is
organized into five chapters, references, and appendices. Chapter I consisted of
introductions and background to the study, theoretical foundations, theoretical
framework, research problem, and significance of the problem. Chapter I additionally
included the history of diversity in the United States, the impact on the health care
system, regulatory mandates for health care administrators, and supporting evidence to
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increase cultural intelligence in the acute care hospital. Chapter II contains an extensive
review of the literature, including expanding on cultural intelligence theory and
developing a culturally inclusive environment to meet the diverse patient population in
the acute care hospital. Chapter III describes the study outlines, including the research
design, methodology, population, sample, data collection, and finally, the instruments
used for data collection. Chapter IV provides the data analysis of the study findings. The
final chapter, Chapter V concludes the study outlining significant findings, conclusions,
and recommendations for future research.
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CHAPTER II: REVIEW OF THE LITERATURE
The diversity in the population requires effective leadership to leverage the
individual’s strengths to lead to positive organizational outcomes. Chapter II frames the
connection of leadership to create an organization of inclusiveness while managing a
diverse population. This chapter is organized in seven sections beginning with a brief
background of diversity in the United States. Section 2 presents the theoretical
foundations of cultural intelligence. Section 3 provides the theoretical frameworks related
to Kennedy’s (2008) five leadership qualities of cultural differences. The fourth section
includes cultural intelligence (CQ) in health care and then chief nurse executives. The
literature review ends with a brief summary of literature pertaining to this research.
A Culture of Inclusiveness
Today, the market is open across borders with the influence of globalization
(Alfermann, 2011; Mandelbaum & Friedman, 2011; Ozer, 2020). Advancements in
technology have further increased trade opportunities across the globe, thus making the
world flat (Moua, 2010). The impact of the flat world has increased interdependence on
other countries (Moua, 2010). As a result of globalization, diversity in the population has
increased (Earley & Ang, 2003). Furthermore, the continued demand for global trading
is expected to grow, leading to an increased intercultural mixing (Moua, 2010;
Northouse, 2016).
Leaders managing diverse groups have to consider new strategies to leverage the
organization’s assets and sustain them in a competitive market (Sheppard, 2018).
Seeking positive organization outcomes, leaders have focused on developing an
organizational culture of inclusiveness as a strategy (Downey et al., 2015; Sinkfield-
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Morey, 2018). Cultural inclusiveness is the incorporation of diverse individuals in an
environment of mutual respect and acceptance that recognizes and values their unique
contribution to the success of the organization (Azmat et al., 2015; Downey et al., 2015;
Kennedy, 2008; Mak et al., 2014; Tawagi & Mak, 2015). Additionally, cultural
inclusiveness is the practice of creating a sense of belonging by respecting individual
differences (Metzger, Dowling, Guinn, & Wilson, 2019). The sense of belonging also
requires recognizing differences through a global worldview (Tawagi & Mak, 2015). In
a diverse population, a culture of inclusiveness creates an environment where individuals
with different cultural backgrounds are valued (Azmat et al., 2015). Moreover,
developing a culture of inclusiveness requires leaders to solicit input from individuals
with diverse backgrounds to contribute to the organization’s development and success
(Azmat et al., 2015).
It is essential for all leaders to develop a culture of inclusiveness in culturally
diverse organizations in order to grow and sustain their business (Sinkfield-Morey,
2018). Developing a culture of inclusiveness is even more critical in acute care hospitals
(Fortin & Maynard, 2018). With a matter of life and death, health care leaders have
significantly more responsibility to their patients and their communities (Fulton et al.,
2015). As the population continues to become more culturally diverse, additional
demand is placed on health care leaders to provide appropriate treatment plans (Centers
for Medicare and Medicaid Services, 2020a; Sinkfield-Morey, 2018; Turner, 2018).
Based on the increased diversity, a strategy for health care administrators to
manage the diversity is to develop a climate of cultural inclusiveness (Sliter, Boyd,
Sinclair, Cheung, & McFadden, 2014). By developing a culture of inclusiveness, health
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care leaders may utilize their greatest assets, the health care professionals, to bridge the
culturally diverse needs of the patients (Beheri, 2007; Weech-Maldonado et al., 2012).
Acute care hospitals developing a culture of inclusiveness reap the benefits of effective
teamwork and collaboration toward a common goal (Downey et al., 2015; Ho &
Astakhova, 2020; Keung & Rockinson-Szapkiw, 2013). Moreover, developing a culture
of inclusiveness has been associated with positive work engagement for the nursing
workforce (Sliter et al., 2014). Finally, leveraging the diversity in the care teams may
provide additional opportunities for leaders to eliminate the disparities in care (WeechMaldonado et al., 2012, 2018).
Leadership
With increased focus in the 1900s, researchers and theorists began investigating
the role of a leader and his or her influence on followers and the organization’s long-term
success (Northouse, 2016). With rapid changes influenced by globalization (Ismaili,
2019; Ozer, 2020), leadership has been identified as a highly valued commodity with a
significant focus on effective strategies and theories (Moua, 2010; Northouse, 2016).
Leadership is a complex concept that tries to describe an individual’s ability to influence
others to accomplish a shared goal (Northouse, 2016). Today, many leadership theories
describe the process, characteristics, and traits of effective leaders (Northouse, 2016).
Ultimately, individuals choose to follow a leader and invest their resources, knowledge,
and skills to achieve the desired goals set by the leader of an organization (Anderson &
Ackerman-Anderson, 2010; Kouzes & Posner, 2006; Nederveen Pieterse, van
Knippenberg, Schippers, & Daan Stam, 2010).
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A leader has both inherent traits and developed capabilities that influence others
to follow them toward a common goal (Keating & Heslin, 2015; Northouse, 2016).
Leadership can come from an individual’s title or can be based on an informal process
where others choose to follow an individual based on factors other than their position
within an organization (Northouse, 2016). Leaders set norms and develop long-term
vision and mission (Northouse, 2016). An effective leader not only sets goals but
provides direction for individuals to achieve the desired outcomes (McKee, Boyatzis, &
Johnston, 2008). Furthermore, the leader sets the tone and expectations for the
organization (Chai et al., 2017). The leader’s role and expectations highlight the
importance of developing a culture of inclusiveness in order to align followers’ actions
with the organization direction (Kennedy, 2008; Northouse, 2016).
In the United States, leadership is influenced by the diversity of the population
(Moua, 2010). With a long history of intercultural mixing, the United States is fruitful in
individuals from diverse backgrounds (McCorkle, 2018). Furthermore, the population
diversity is expected to continue to increase, leading to a more diverse future (Baker,
2018; Ogbolu et al., 2018). The diversity in the population and in a business environment
can be a strength or a challenge if not consciously managed. Today, more than ever,
leaders must develop strategies to sustain their businesses, which must begin with
understanding and leveraging the diversity in the population (Sheppard, 2018). An
effective 21st-century leader will be required to build, encourage, and leverage the
population diversity to propose concrete, long-term plans (Moua, 2010; Northouse,
2016).
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Transformational Leadership
Northouse (2016) described transformational leadership as the “process whereby
a person engages with others and creates a connection that raises the level of motivation
and morality in both the leader and the follower” (p. 162). A leader following the
transformational leadership theory develops deep relationships with the followers through
emotional, ethical, and value-based connections to influence individuals to achieve a
common goal (Chai et al., 2017; Northouse, 2016). The leader empowers the followers
by investing in the individuals, building trust, and fostering an environment of
collaboration (Katou, 2015; Mishra, 1996). Transformational leaders practice ethical
behaviors and become role models for followers (Northouse, 2016). Moreover,
transformational leaders motivate and inspire by communicating high expectations,
ensuring that followers have an interculturally stimulating environment, and developing
individualized considerations (Northouse, 2016).
An empirical literature review supports transformational leadership theory to lead
to organization effectiveness (Bailey & Cardin, 2018; Chai et al., 2017; Keung &
Rockinson-Szapkiw, 2013; Ma & Jiang, 2018; R. A. Rodriguez, Green, Sun, & Baggerly‐
Hinojosa, 2017). Transformational leadership theory is also the only leadership theory
that values employee differences by incorporating individualized consideration in leading
a diverse workforce (Brannen, 2016). Leaders following the transformational leadership
theory invest in individuals and develop a supportive environment by addressing their
unique needs (Northouse, 2016). Moreover, leaders exhibiting transformational
leadership skills have been associated with leading multicultural environments (Keung &
Rockinson-Szapkiw, 2013). Finally, there is strong evidence to support a positive
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relationship with understanding cultural influences and transformational leadership
(Keung & Rockinson-Szapkiw, 2013).
Charismatic leadership. Charismatic leadership, also referred to as inspirational
leadership, is a core approach for transformational leadership. With an emphasis on
intrinsic motivation (Northouse, 2016), charismatic leaders inspire individuals to follow
the leader (Ho & Astakhova, 2020). Additionally, charismatic leaders are believed to
have inherent characteristics that give them the power to attract followers. Leaders are
identified as charismatic because they model their beliefs and values (Northouse, 2016).
Finally, charismatic leader’s common characteristics include a desire to influence others,
self-confidence, a strong sense of moral values, and dominance (Northouse, 2016).
Leaders communicate their vision (Ho & Astakhova, 2020; Jensen et al., 2018;
Kikoski, 1999) and remove barriers in order for followers to achieve the desired outcome
(Northouse, 2016). Charismatic leaders guide their followers by their actions toward the
desired vision (Ho & Astakhova, 2020). Following charismatic leadership practices
requires an understanding of cultural differences because actions may have different
meanings in various cultures (Fang, Schei, & Selart, 2018; Keung & Rockinson-Szapkiw,
2013).
Brief History and Evolution of Diversity in the United States
The United States is home to a large population of diverse individuals originating
from its inception with European colonization (McCorkle, 2018). With the promise of a
free market, religious rights, and opportunities, the United States has had a long history
of being a desired destination for immigrants (Baker, 2018, 2019). Throughout history,
views of immigration and acceptance have been influenced by leadership practices

27

(McCorkle, 2018). Social and political decisions made throughout history have
influenced society today (Earley & Ang, 2003). The leader’s views influence an
individual’s tolerance because leadership sets the tone and expectations for the
population (Yong, 2016). Moreover, regulatory changes during a President’s term have
influenced the rate of entry and the populations’ acceptance of diverse individuals in the
country (Associated Press, 2017; McCorkle, 2018).
Between 1880 and World War I, more than 24 million people were granted
residence entering Ellis Island and Angel Island (McCorkle, 2018). However, asylum
and permission for entry has varied throughout U.S. history with target populations being
denied entry at various times. For example, the Chinese Exclusion Act of 1882 added
restrictions on immigration quotas from immigrants requesting entry from China
(McCorkle, 2018). During the Great Depression in the 1930s, entry was limited, and
deportation was enforced for Mexican migrants after World War II (McCorkle, 2018).
Finally, recent legislation continues to impact specific cultural backgrounds, including
President Trump’s restrictions on many middle eastern countries (Associated Press,
2017).
The history of the United States, with intercultural mixing, defines the country as
the great melting pot (McCorkle, 2018). It is the differences that people bring that have
brought strength for the nation and designated the United States as the leader in the free
world (Sheppard, 2018). Today, however, there is amplified fear, limited resources, and
uncertainty of the future with increased expansion of borders (McCorkle, 2018). The
political decisions have additionally impacted ingroup and outgroup biases, influencing
the acceptance of culturally diverse individuals (Steffens, Reese, Ehrke, & Jonas, 2017;
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Wood & Bandura, 1989). Considering the root of what has made the country successful,
a more inclusive environment will be required in order to leverage the strengths of the
diversity in the population to grow the country (Beheri, 2007; Downey et al., 2015;
Winters, 2015).
Culture
Developing a culture of inclusiveness first requires the evaluation of the influence
of culture. Culture is composed of a complex web of interactions, which shape a group
over time. Culture describes the interconnected shared knowledge, meaning, and
practices across a group (Cheon, 2019). Culture influences individuals in a specific
group to have shared common rules, norms, and beliefs (Damen, 1987; Northouse, 2016).
Furthermore, culture is learned and shares human patterns, or models, which
distinguishes the members of one group of people from another (Damen, 1987).
Cultures are anchored in physical surroundings and influenced by contact between
people from outside of the ecological context of a specific group (Erez & Gati, 2004).
From the evolution of human beings, culture has provided the foundational guide for
acceptable norms and behaviors (Herrmann, Call, Hernandez-Lloreda, Hare, &
Tomasello, 2007). Information gathered within a culture has historically provided
strength for a group to sustain the population (Herrmann et al., 2007).
In business, an organization’s culture guides norms and expectations and is
referred to as the organization culture (Mercadal, 2018). The organization’s culture is
specific to a business and is often referred to as corporate culture (Moua, 2010). An
individual’s varying background influences his or her perceptions and interactions
(Cheon, 2019), highlighting the importance of understanding an individual’s culture
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within the organization’s culture. Moreover, the individual’s differences influence the
organization’s culture, setting the business apart from its competition (Moua, 2010). It is
the role of leadership to set the tone for the organization, including developing the
organization culture while encouraging individual differences (Chai et al., 2017;
Kennedy, 2008; Mercadal, 2018; Northouse, 2016). While an organization’s culture may
be invisible, developing a culture of inclusiveness is an active goal for leaders in the 21st
century (Banks, 2015).
Diversity
Individuals with diverse backgrounds have specialized abilities. Diversity refers
to an individual’s unique characteristics. Sheppard (2018) contended, “Diversity is the
art of thinking differently together” (p. 130). Moreover, diversity is influenced by an
individual’s cultural background (Cheon, 2019); however, diversity extends beyond
racial, national, gender, sexual orientation, and socioeconomic status and may include the
individual’s variations in approach and perspective (D. A. Thomas & Ely, 1996).
An opportunity for effective leadership is to recognize the diversity in the
population and leverage the individual’s specialized skills to attain the organization’s
goals (Sheppard, 2018; D. A. Thomas & Ely, 1996; Turner, 2018). Researchers who
study effective leadership have found a positive association with prioritizing diverse
perspectives with organization success (Downey et al., 2015; Winters, 2015).
Furthermore, effectively leveraging diversity extends beyond increasing the number of
different identities within an organization to capitalize on the individual’s approaches and
perspectives to influence the organization (D. A. Thomas & Ely, 1996).
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Globalization
With advancements in technology, nations’ boundaries have expanded to a flatter
world (Mandelbaum & Friedman, 2011; Moua, 2010). Since World War II, increased
trade between nations has led to globalization and the removal of borders. As a result of
globalization, it is estimated that an average of 30 to 50% of revenues for United Statesowned businesses are driven by overseas markets (Livermore, 2015).
Globalization refers to the increased interdependence and exchange between
nations (Northouse, 2016). Globalization has led to opportunities presented on a global
rather than a national scale impacting all industries (Ismaili, 2019). Moreover, the impact
of globalization has influenced cross-cultural interactions, demanding consideration of
cultural impact in the organization (Baker, 2018; Brannen, 2016; Groves & Feyerherm,
2011; Moua, 2010).
An outcome of increased trade between nations is cultural globalization, which is
the increased interconnectivity of different cultures (Ozer, 2020). Cultural globalization
is an extension beyond the geographic distance between individuals of diverse cultures
(Ozer, 2020). Furthermore, the expansion of boundaries influences an individual’s sense
of belonging in society (Ozer, 2020), which may be an opportunity and a challenge for
leaders (Ismaili, 2019). A critical factor that must be considered as a 21st-century leader
is the influence of cultural globalization and continued increase in cross-cultural
interactions (Çelik et al., 2016; Ozer, 2020; Ramirez, 2014).
Cultural Diversity
Today, individuals with diverse national backgrounds make up more than 50% of
the current total population in the United States (Esterhuizen & Kirkpatrick, 2015;
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McCorkle, 2018; Umbdenstock, 2013). Moreover, it is estimated that by 2050, no single
group will be identified as a majority in the United States (Esterhuizen & Kirkpatrick,
2015). With the influence of globalization, the population has increased intercultural
mixing, leading to cultural diversity. Cultural diversity is the plurality of knowledge of
individuals who are within specific societies (Cheon, 2019).
In the 1990s, researchers began considering the influence of cultural differences
in organizations with expanded cultural diversity in the workforce (Shore et al., 2009).
Individuals from different backgrounds working toward a common goal are believed to
promote increased problem-solving, increased innovation, and increased understanding of
cultural differences (Shore et al., 2009). Cultural diversity is also associated with
increased information and knowledge sharing from experienced views of different
perspectives (Çelik et al., 2016; Shore et al., 2009). While individual knowledge may
have influenced sustainability within a group, the rich diversity in the population
provides opportunities for further learning and leveraging the individual’s knowledge for
the purpose of group effectiveness (Chen & Lin, 2013; Downey et al., 2015; Sheppard,
2018). Finally, leaders highlighting cultural diversity as a core value influence others to
be aligned with the shared values of the organization (Giacomino, Brown, & Akers,
2011).
Theoretical Foundations
Developing a culture of inclusiveness requires understanding the influence of
cultural differences (Engle, 2014; Mak et al., 2014). In order to understand the influence
of cultural differences, CQ theory is utilized as a theoretical foundation (Earley & Ang,
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2003). To better understand the background and development of CQ, several theoretical
foundations have been evaluated.
The theoretical foundations provide the underlying basis for the development of
CQ theory. The underpinning of the theoretical foundation is identified through a broad
perspective and narrowed down based on research. The theoretical foundations presented
first evaluate individual knowledge through cognitive diversity, followed by theories of
why individuals share knowledge, which is referred to as a social cognitive perspective
(Neill, Corder, Wikitera, & Cox, 2017). Furthermore, social identity theory is presented
to consider the influence of self-concept on individuals in a group. The theoretical
foundations then provide an in-depth dive into the background of intelligence, multiple
intelligence, and emotional intelligence (EQ) theory. Finally, seminal authors,
definitions, and theory of CQ are reviewed through the development of CQ, four
dimensions of CQ, and CQ domain assessment are presented.
Cognitive Diversity: Individual Knowledge
Individuals working in a business come with specific knowledge and skills
(Gyngell & Easteal, 2018). Prior to the 1990s, theorists evaluated cognitive diversity to
describe differences in individuals’ beliefs and preferences (Miller, Burke, & Glick,
1998). Cognitive diversity refers to an individual’s differences in knowledge, beliefs,
and preferences in multidisciplinary teams (Miller et al., 1998; Mitchell et al., 2019).
According to researchers, a significant influence of cognitive differences can be
associated with environmental factors (Herrmann et al., 2007). Moreover, cognitive
diversity theory identifies that when norms are not met, the diversity in the group hinders
the group’s effectiveness and ability to innovate (Rahmi & Indarti, 2019). Based on
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cognitive diversity theory, individuals sharing their expertise with the group are
dependent on the team’s norms of open-mindedness and perception of the team members
(Rahmi & Indarti, 2019).
The individual’s commitment to the profession is associated with the team
effectiveness achieved by bringing experts into the team dynamics (Mitchell et al., 2019).
The individual’s knowledge enhances an organization by sharing his or her expertise and
skills with the corporate team (Rahmi & Indarti, 2019). Working in multidisciplinary
teams, health care professionals bring their expertise, knowledge, and skills into the
organization (Mitchell et al., 2019). The challenge facing leaders of diverse groups,
however, is the team members’ perceptions of inclusion. While cognitive diversity
theory describes individuals within a team, it is limited to leveraging the diversity of the
individual’s cultural background to enhance team effectiveness and better understand the
individual’s differences.
Social Cognitive Perspective: Group Knowledge
Sharing of knowledge stems back to human evolution (Herrmann et al., 2007).
Over time, human beings have developed specialized social-cognitive skills, including
communication and sharing knowledge with others (Herrmann et al., 2007). The
information shared in groups was initiated to support efforts to sustain human life,
including warning others about potentially harmful environmental impacts (Herrmann et
al., 2007). Today, however, sharing knowledge in an organization is critical to sustain
the business and includes sharing best practices and learned knowledge (Neill et al.,
2017).
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In the age of group achievements, it is not enough for individuals to possess the
knowledge; rather, it is how they share their knowledge that leads to positive
organizational impact. Bandura (1986) believed that learning occurs in a social context.
To describe the process of learning in a social context, Bandura (1986), developed social
cognitive theory. It is believed that individuals learn through the process of interactions
(Bandura, 1986). The social cognitive perspective extends beyond individual knowledge
to consider the bidirectionality of group knowledge (Wood & Bandura, 1989). In this
theory, individuals are both receivers and contributors to knowledge in an environment
(Wood & Bandura, 1989).
Managing an organization in the 21st century requires a collaborative team
approach, which often may lead to interdisciplinary groups and team learning
(Esterhuizen & Kirkpatrick, 2015; Negandhi et al., 2015; Neill et al., 2017). To define an
individual’s ability to share knowledge in a team, social cognitive theory was established
(Chen & Lin, 2013; Wood & Bandura, 1989). Researchers who study social cognitive
theory evaluate why individuals choose to share knowledge in group settings. Moreover,
researchers of social cognitive theory believe that while personal knowledge is critical, an
individual’s effectiveness in an organization will be based on his or her ability to share
knowledge in a team (Chen & Lin, 2013).
Team effectiveness is enhanced by professionals who share knowledge and
expertise (Mitchell et al., 2019). Managing a diverse workforce provides an opportunity
for sharing knowledge in groups to achieve a shared goal (Chen & Lin, 2013). While it is
critical to understand why individuals practice knowledge sharing among groups, it is
essential to understand the influence of an individual’s cultural background.
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Furthermore, effectively leading in the 21st century requires leaders to identify strategies
to support an environment of knowledge sharing.
Social Identity Theory
In 1978, psychologist Henri Tajfel (1978) developed social identity theory.
Social identity theory describes how individuals work in groups to secure a positive selfconcept (J. Rodriguez, 2019). The theory stems from the idea that individuals are
encouraged to maintain a self-concept through personal identity and social identity
(J. Rodriguez, 2019). To maintain a positive self-concept, individuals identify
themselves within a categorized group, which may be their cultural background, gender,
and socioeconomic status (Tajfel, 1978). In this process, individuals identifying
themselves as a group develop a shared heightened sense of belonging within their group
(Tajfel, 1978).
In developing a shared belonging within a group, social identity theory recognizes
the challenges of ingroup and outgroup biases (Tajfel, 1978). In developing a sense of
belonging to one group, bias of outgroups is developed for others who do not share the
same characteristics and norms as the individuals in the identified group (Tajfel, 1978).
A critical challenge of social identity theory is understanding that individuals from
different groups may not share the same social characteristics (Steffens et al., 2017).
More recent researchers have tried to understand variables that may decrease the
ingroup and outgroup biases. One of the identified findings in reducing biases against
outgroups is increased diversity within the individual’s identified groups (Steffens et al.,
2017). Researchers have identified that increased diversity in groups may reduce threats
of negative self-concept compared to groups that are consistent with homogeneous peers
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(Steffens et al., 2017). It is essential to understand the influences of social identity and
the impact of ingroup and outgroup bias; however, increased diversity in groups itself
may not lead to a reduction of bias toward other groups. Managing a diverse workforce
requires a leader to understand the influences of individual differences and promote
effective teamwork to achieve organizational goals (Earley & Ang, 2003; Kennedy,
2008).
Foundational Roots of Cultural Intelligence
A significant challenge in organizations is conflict between groups rather than
collaboration (Anderson, 2015). As dependency on trading goods across the globe
increases, so do cultural barriers that amplify dysfunctions within an organization (Moua,
2010). With the expansion of borders due to globalization, increased intercultural mixing
has required leaders to learn new skills to effectively lead individuals from diverse
backgrounds (Moua, 2010). To leverage the individual’s knowledge, leaders must first
understand intelligence and its various dimensions. As a foundation of CQ theories,
multiple intelligence and EQ have been evaluated, leading to the development of CQ
theory.
Intelligence. Individuals have varying cognitive capabilities, referred to as
intelligence (Urbina & Dillon, 2019). Intelligence describes an individual’s ability to
solve problems (Conti, 2019). While the concept of intelligence is intangible, researchers
have developed assessments and testing to quantify an individual’s competence (Urbina
& Dillon, 2019).
Intelligence quotient (IQ) research dates back to 1923 with the evolution of
definition and characteristics that are utilized to evaluate an individual’s competence
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even today (Urbina & Dillon, 2019). Traditional intelligence focuses on an individual’s
ability to learn information and apply his or her learning to a life task (Northouse, 2016).
Recent research has identified a positive correlation with leaders and high IQ assessment
results influenced by strong verbal, perceptual, and reasoning ability (Northouse, 2016).
While theorists of intelligence identify that environment influences intelligence (Urbina
& Dillon, 2019), the traditional definition and assessments fail to identify variables that
additionally influence an individual’s results from IQ testing.
Multiple intelligence theory. Gardner (1983) believed that human potential
should not be limited to cognitive intelligence. He developed multiple intelligence theory
to describe human beings’ complex abilities (Gardner, 1983). The multiple intelligence
theory focused on seven IQs that extend beyond traditional knowledge to include the arts
and personal intelligence (Conti, 2019). With the complexity of human intelligence,
multiple intelligence theory includes linguistic, logical-mathematical, musical, bodilykinesthetic, spiritual, interpersonal, and intrapersonal intelligence (Conti, 2019; Gardner,
2006). However, multiple intelligence theory is limited in that it does not describe the
interactions and individual’s ability to solve problems across cultural differences.
Emotional intelligence. Although multiple intelligence theory addressed new
variables in measuring human knowledge, theorists believe that there is limited
information on understanding emotions (Mayer & Salovey, 1995). Extending beyond the
multiple intelligence model, EQ was introduced to describe an individual’s capability to
process emotions and cognitions (Mayer & Salovey, 1995). The theory of EQ involves
two components: (a) emotion, which is affective, and (b) intelligence, which is cognitive
performance (Mayer & Salovey, 1995). Theorists of EQ believe that individuals must
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develop both components to learn new information and effectively apply them in life
settings (Northouse, 2016).
Although many emotions are triggered throughout the day, theorists of EQ believe
that an individual’s emotions have a profound influence on their performance on a job
(Mayer & Salovey, 1995). Researchers of EQ believe that individuals will benefit from
understanding their EQ and identifying trigger events, which ignite additional emotions
(Bradberry & Greaves, 2009). Additionally, EQ is considered a lifelong learning process
where individuals gain insight about themselves and utilize strategies to improve their
capabilities (Bradberry & Greaves, 2009).
To understand the influences of emotions, theorists identified four domains of
EQ. Domain one is self-awareness, which evaluates an individual’s knowledge about
him or herself (Bradberry & Greaves, 2009). Self-awareness is an individual’s ability to
process emotions and consider the effect of his or her emotions, including their effect on
others (McKee et al., 2008). The second domain is self-management, which extends
beyond self-awareness to identify how individuals’ emotions influence their behaviors
and interactions (Bradberry & Greaves, 2009). The third domain of EQ is social
awareness, which is the ability of individuals to understand others’ moods (Bradberry &
Greaves, 2009). The final domain of EQ is relationship management, which includes an
individual’s ability to solve conflicts and build relationships to develop connections
successfully (Bradberry & Greaves, 2009).
The foundational aspect of EQ is that with increased understanding and
management of the four domains, individuals will become more effective in their jobs
and relationships (Bradberry & Greaves, 2009; Lara & Salas-Vallina, 2017; Mayer &
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Salovey, 1995). The limitation of EQ, however, is that it fails to consider cultural
differences that may influence individuals’ emotions and their response to the emotional
cues (Earley & Ang, 2003). Cultural differences in emotions may be significantly
different across cultures (Earley & Ang, 2003). Moreover, the limitation of EQ is that
without highlighting the influence of cultural differences, it assumes that individuals have
familiarity with different cultures (Earley & Ang, 2003). Additionally, without
considering the influence of cultural differences, EQ is limited in that it does not describe
how others may interpret interactions (Earley & Ang, 2003). Finally, a lack of
understanding of cultural influences may lead to miscommunication, interpretation, and
negative interactions (Earley & Ang, 2003).
Cultural Intelligence
An individual may have high scores on traditional and EQ assessments; however,
it is less clear why some people thrive in culturally diverse settings while others struggle.
With the advancements in technology and globalization, the world has become flatter
(Mandelbaum & Friedman, 2011; Moua, 2010), leading to increased cultural interactions.
The external influences of globalization have led to leaders becoming global leaders,
which requires them to consider the norms and effects of a multicultural workforce
(Livermore, 2015). Researchers studying effective leadership have highlighted the need
to understand the influences of intercultural mixing with the increased diversity in the
population (Northouse, 2016).
With the existing body of knowledge in various intelligence models, Earley and
Ang (2003) identified a critical gap in research on the viewpoint of culture. Earley and
Ang, as pioneering researchers, anchored the term CQ to expand beyond traditional
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intelligence models to better understand the influences of individuals’ cultural
backgrounds. CQ is an integrated model of intelligence that includes previous
intelligence models; however, it enhances the definition of intelligence to include cultural
differences (Moua, 2010). CQ extends beyond the traditional intellect of problemsolving and academia to consider the impact of globalization and intercultural
interactions.
The pioneering researchers described CQ as the individual’s ability to function in
culturally diverse settings (Earley & Ang, 2003). While incorporating theories of
previous intelligence models, CQ stands alone because the focus of the model is to
concentrate on an individual’s capabilities to effectively interact in culturally diverse
situations (Ang et al., 2007). Theorists of CQ believe that the answer to why some
people are more successful than others in a setting comprised of culturally diverse
individuals is their ability to understand the influence of cultural differences (Earley &
Ang, 2003).
Stemming from multiple intelligence model, theorists of CQ considered various
capabilities when determining the theoretical frameworks of CQ (Earley & Ang, 2003).
Incorporating existing intelligence model factors, the pioneering researchers of CQ
identified three core elements of the theoretical framework. The theorists believed that
the three components that identified the skills and capabilities of CQ are cognitive,
motivation, and behavioral (Earley & Ang, 2003). The framework components build on
one another and are believed to require all three aspects to develop CQ (Earley & Ang,
2003).
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Cognitive. The first aspect of intelligence, identified by CQ theorists, is
cognitive and metacognitive facets. Being most aligned with traditional intelligence
models, cognitive ability is referred to as an individual’s knowledge and ability to gather
and apply information (Gardner, 1983, 2006; Urbina & Dillon, 2019). Earley and Ang
(2003) focused on cognitive possessing as it related to social recognition and
interpersonal skills. The theorists argued that a critical component is an individual’s
capabilities in unfamiliar cultural environments (Earley & Ang, 2003). They believed
that having knowledge alone is not enough, considering the critical development of
cognitive abilities across cultural boundaries (Earley & Ang, 2003).
To provide further depth to the framework, CQ pioneers considered
metacognitive influences. Metacognitive describes an extension of an individual’s
knowledge of their cognitive processes (Earley & Ang, 2003), which means thinking
about one’s own thinking. The metacognitive aspect of intelligence is critical because it
describes individuals’ self-concept capabilities, including self-regulating, self-evaluation,
self-reaction, and self-monitoring (Earley & Ang, 2003). Understanding self-concept is
believed to be a critical component of cognitive processing related to social situations,
especially in unfamiliar and culturally diverse settings (Earley & Ang, 2003). Finally,
metacognitive abilities are believed to be instrumental for individuals to have increased
awareness and develop flexibility while in unfamiliar cultural environments (Earley &
Ang, 2003).
Motivation. The second aspect of CQ is motivation. It is not enough to have
knowledge of different cultures, but individuals must be motivated to utilize their
knowledge across different settings. Earley and Ang (2003) believed that motivation is
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critical in an individual’s interest in cultural influences and their understanding
capabilities. Stemming from metacognitive aspects, motivation requires self-concept and
an individual’s ability to be flexible (Earley & Ang, 2003)
Motivation is influenced by various facets, including an individual’s selfmotivation. Self-motivation, according to Earley and Ang (2003), can be described by
three self-motives: (a) self-enhancement, (b) self-efficacy, and (c) self-consistency. The
authors believed that self-motives are the underlying cognitive structures associated with
CQ (Earley & Ang, 2003). The authors believed that there are self-serving biases in
processing information, which they refer to as self-enhancement (Earley & Ang, 2003).
Motivation is influenced by an individual’s perception of their ability and is referred to as
self-efficacy (Earley & Ang, 2003). Earley and Ang (2003) identified self-consistency as
a critical component of motivation. The authors described self-consistency as an
individual’s desire to maintain consistency in their experiences (Earley & Ang, 2003).
Self-consistency is critical for motivation because it is correlated with perceptions
leading to memory, which influences behaviors, norms, and values (Earley & Ang,
2003).
Behavioral. The final element of CQ, as described by Earley and Ang (2003), is
behavioral. Behavior is the actions taken based on knowledge and effort and is guided by
motivation (Earley & Ang, 2003). It is not sufficient to have the knowledge and to be
motivated, but to be considered high CQ, behaviors must follow. Behavior is a critical
consideration of CQ because culture influences an individual’s interactions and
interpretations of the actions (Earley & Ang, 2003). The pioneer researchers believed
that behavior is the concluding aspect, which requires both cognition and motivation to
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learn new skills and individuals must be willing to persist over time (Earley & Ang,
2003).
CQ refers to an individual’s ability to adapt to a new environment where cultural
differences are present (Earley & Ang, 2003). In this framework, the individual requires
cognitive, motivation, and behavior aspects to be effective in culturally diverse settings
(Earley & Ang, 2003). With this understanding, developing CQ holds high residence for
21st-century leaders who are presented with diversity in the workforce (Earley & Ang,
2003; Moua, 2010).
Four Dimensions of Cultural Intelligence
To further describe CQ from the conceptual definition, Ang et al. (2006)
highlighted four factors of CQ based on the multiple intelligence models. The authors
identified the four factors as: (a) metacognition CQ, which describes as an individual’s
mental ability to attain and comprehend cultural differences; (b) cognition CQ, which is
an individual’s knowledge about cultures; (c) motivational CQ, which clarifies an
individual’s interest to function in culturally diverse settings; and (d) behavioral CQ,
which identifies an individual’s ability to change behaviors in culturally diverse
interactions (Ang et al., 2007; Brannen, 2016; Van Dyne et al., 2017). A critical
differentiation between Ang et al. (2006) and other pioneer researchers is the
differentiation of cognitive and metacognitive aspects of intelligence.
While researchers focused on the theoretical foundation, a critical gap remained in
correlating existing measures of traditional measures with CQ. To enhance the existing
body of research, Ang et al. (2007) developed a testing model grounded in the multiple
intelligence theory. The testing model was developed to determine the relationship
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between the four dimensions of CQ and intercultural effectiveness outcomes (Ang et al.,
2007). The testing model developed by Ang et al. (2007) is the cultural intelligence scale
(CQS), which contains 20 items. The CQS inventory is the most frequently used method
for a self-assessment platform and has been translated into several languages and used
around the world (Fang et al., 2018; Van Dyne, Ang, & Koh, 2008).
In order to develop more refined theorizing and testing, Van Dyne et al. (2012)
developed subdimensions of each of the four primary dimensions of CQ. The researchers
identified planning, awareness, and checking as subdimensions of metacognition (Van
Dyne et al., 2012). Culture-general and context-specific knowledge were developed as a
subdimension of cognitive CQ (Van Dyne et al., 2012). Intrinsic and extrinsic interest
were identified as subdimensions of motivation (Van Dyne et al., 2012). Finally, both
verbal and nonverbal flexibility were identified as subdimensions of behavior (Van Dyne
et al., 2012).
Cultural Intelligence Domain Assessment
CQ is an individual’s ability to function across culturally diverse settings,
extending beyond the traditional multiple intelligence theories (Earley & Ang, 2003).
From the pioneer researchers, CQ continued to be redefined with different focuses based
on different researchers. Additional variables were identified from the pioneer
researchers to align CQ with traditional intelligence models (Ang et al., 2006).
To add to the existing body of knowledge, D. C. Thomas (2006) adapted CQ
dimensions to knowledge, behavior, and mindfulness. Mindfulness, as the new aspect of
CQ, is described as heightened awareness (D. C. Thomas, 2006). The addition of
mindfulness is critical for CQ because it is descriptive of continuous monitoring and
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consciousness (D. C. Thomas, 2006). The research additionally believed that CQ allows
leaders to be less reactive and rather have the ability to influence cross-cultural
exchanges (D. C. Thomas, 2006). Moreover, while the researcher maintained that
motivation is a critical aspect of CQ, it is argued that motivation is a part of knowledge
(D. C. Thomas, 2006).
As researchers continued to evaluate CQ and its influence on the organization,
D. C. Thomas et al. (2008) believed that the definition of CQ was less clear and lacked
the specificity of intercultural competence. To enhance the existing definition of CQ and
remove variables that are not directly connected with CQ, D. C. Thomas et al. redefined
CQ. The new definition of CQ is “a system of interacting knowledge and skills, linked
by cultural metacognition, that allows people to adapt to, select, and shape the cultural
aspects of their environment” (D. C. Thomas et al., 2008, p. 127).
D. C. Thomas et al. (2008) argued that a link between knowledge and behavior is
needed. Based on the new definition of CQ, knowledge and skills are developed but
highlight that cultural metacognition is the critical component that predicts culturally
intelligent behaviors (D. C. Thomas et al., 2008). Cultural metacognition is the link
between deliberate monitoring of cultural knowledge, learning, and experiences to
actions (D. C. Thomas et al., 2008). It is believed that CQ is “enhanced through the
process of cultural metacognition, including cognitive self-regulation, abstraction of
specific knowledge, focus of cognitive resources, and compensatory effects” (D. C.
Thomas et al., 2008, p. 132). Figure 1 represents the process by which cultural
knowledge and skills are guided to CQ through conscious cultural metacognition.
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Figure 1. Domain of cultural intelligence (CQ). Adapted from “Cultural Intelligence: Domain and
Assessment,” by D. C. Thomas, G. Stahl, E. C. Ravlin, S. Poelmans, A. Pekerti, M. Maznevski, J.
L. Cerdin, 2008, International Journal of Cross Cultural Assessment, p. 128.

While the new definition of CQ provided clarity and specificity, the assessment
process remained unclear. With previous researchers focusing on many variables of CQ,
assessment findings were less correlated with direct influences of CQ (D. C. Thomas et
al., 2008). To measure the multifaceted variables of CQ, it is recommended to utilize
multiple platforms of testing methods, including survey, interview, observation, and
simulation (D. C. Thomas et al., 2008).
Theoretical Framework
The employees of an organization are one of their greatest assets in ensuring a
firm’s sustainability in the long term (Alfermann, 2011; Crowley, 2011; Kennedy, 2008;
Wegner, 2011). Theorists have evaluated various strategies to manage the organization’s
workforce effectively. As the population changes with globalization and increased
intercultural mixing, the invaluable resource for organizations is to develop a culture of
inclusiveness to leverage the diversity in the employees (Sheppard, 2018). Scholars have
highlighted that to sustain and grow the business in a competitive market, leveraging the
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employees is critical in innovating new ideas (Kahn, 2010; Kennedy, 2008; MoralesSanchez & Cabello-Medina, 2015).
Extending beyond CQ theory to application in today’s diverse environment,
Kennedy (2008) has identified three themes to increase innovation and put the
individual’s differences to work. The first theme is that organizations are becoming more
diverse, and leaders must understand how this influences their business at all levels
(Kennedy, 2008). The second theme is that 21st-century leaders must increase diversity
leadership in their organizations (Kennedy, 2008). The third theme notes that leaders
must know how to utilize diversity within their organizations and meet the needs of
customers (Kennedy, 2008).
The theoretical framework utilized to identify and describe the leadership
strategies that exemplary chief nurse executives use in inpatient acute care hospitals
located in Southern California to create an organizational culture of inclusiveness are the
qualities identified in Putting Our Differences to Work: The Fastest Way to Innovation,
Leadership, and High Performance (Kennedy, 2008). The qualities Kennedy (2008)
described are (a) “makes diversity an organization priority,” (b) “gets to know people and
their differences,” (c) “enables rich communication,” (d) “holds personal responsibility as
a core value,” and (e) “establishes mutualism as a final arbiter” (pp. 35-39). It is believed
that the five qualities identified will lead to a culture of inclusiveness while managing
diverse groups (Kennedy, 2008). The opportunity to enhance patient care is in
understanding the individual employees and their differences; therefore, the framework
selected has relevance in creating a culture of inclusiveness.
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Makes Diversity an Organizational Priority
There are many competing demands for 21st-century leaders (Beheri, 2007;
Crawford et al., 2017). Far too often, the increased pressures lead to a focus on shortterm, bottom-line metrics (Alfermann, 2011; William, William, & Arthur, 2004).
However, effective leadership requires long-term strategic planning for the organization
to develop a vision and priority for followers (Kennedy, 2008). Considering the
expansion of borders and continued intercultural mixing, Kennedy (2008) urged leaders
to consider the diversity in the organization as an advantage. The author also urged the
organization’s diversity to be made a priority (Kennedy, 2008).
Diversity as an organizational priority is an intentional action to embrace
individuals’ unique differences, perspectives, and talents as an identifier for
organizational success (Kennedy, 2008; Winters, 2015). Making diversity an
organizational priority requires leaders to consciously evaluate the influence of diversity
in the organization (Kennedy, 2008). Moreover, leaders prioritizing diversity in the
organization to create a culture of inclusiveness by promoting acceptance (Kennedy,
2008). According to Kennedy (2008), creating a culture of inclusiveness through
prioritizing diversity will lead to increased engagement, ownership, and collaboration to
create new ideas.
There is significant evidence that leaders must understand the influence of
diversity in the workforce (Kennedy, 2008; D. A. Thomas & Ely, 1996; Winters, 2015).
Organizations that incorporate cultural diversity as an organizational priority have been
associated with increased innovation, individuals feeling valued, and pursuit of a shared
goal (Kennedy, 2008; Turner, 2018). Additionally, there is supporting evidence that
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leveraging employees’ diversity will lead to an organization’s overall success (WeechMaldonado et al., 2018). With the support of the existing body of research, it has been
determined that in order to innovate and sustain the business, leaders must make diversity
an organizational priority (Cronshaw, 2017; Kennedy, 2008).
The health care industry is rich in diversity (Beheri, 2007; Xiao et al., 2014) with
individuals from different backgrounds working toward a common goal of providing care
at people’s most vulnerable time (Sinkfield-Morey, 2018). Acute care hospitals prioritize
diversity as a core value and have developed strategies in providing culturally sensitive
care through increased diversity in the workforce (Moseley, Shen, & Ginn, 2011).
Finally, acute care hospitals effectively managing diversity are associated with increased
integration, community health-oriented activities, and have been recognized to have a
competitive advantage (Moseley et al., 2011).
Gets to Know People and Their Differences
Knowing people and their differences means intentionally developing in-depth
knowledge, expertise, and empathy about diversity through curiosity, experiences, and
daily practice (Hesselbein & Goldsmith, 2009; Kennedy, 2008; Travis et al., 2019).
Intentional development includes exposure to different cultures. It has been noted that
increased exposure to different cultures influences an individual’s openness in gaining
knowledge and assimilating to different cultural backgrounds (Adams et al., 2013; Fang
et al., 2018; Ozer, 2020).
A critical component of effective leadership is getting to know the individual
contributors in an organization (Northouse, 2016). As described in transformational
leadership, individuals in an organization have specific strengths and opportunities that
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require customizing interactions (Northouse, 2016). The greatest and possibly one of the
least leveraged resources that an organization has are the people working in the
operations (Crowley, 2011).
People invest their resources, including time and energy, in an organization where
they feel valued and engaged (Crowley, 2011). Understanding the employee’s
opportunities and leveraging their strengths will undeniably lead to positive organization
outcomes (Nederveen Pieterse et al., 2010). Getting to know people and their differences
requires a leader to understand the cultural differences of the individuals (Earley & Ang,
2003) because culture has a profound influence on how individuals think and behave
(Cheon, 2019).
As leaders develop strategies to get to know the people and their differences,
cultural influences must also be considered (Sheppard, 2018). The nursing workforce’s
diversity is extensive with individuals from different backgrounds working toward a
common goal of healing patients (J. White, 2012). In an acute care hospital, involving
the frontline staff requires additional consideration of the influences of cultural
differences in order to appropriately solicit information where employees feel engaged
and valued (Azmat et al., 2015). Literature has suggested that involving the frontline
staff in decision-making improves patient quality outcomes (M. White, Butterworth, &
Wells, 2017). Moreover, with the expectation of providing equitable and culturally
sensitive care, health care practitioners must understand the individual employees’
differences. Getting to know the employee’s differences may provide an opportunity for
health care leaders to understand the needs of culturally diverse patients (SinkfieldMorey, 2018).
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Enables Rich Communication
Rich communication is the transfer of information with the intent to understand
the meaning and broaden one’s perspective, resulting in a personal connection between
individuals (Armengol et al., 2017; Daft & Lengel, 1986; Jensen et al., 2018; Kennedy,
2008). Kennedy (2008) also argued that rich communication requires leaders to be
effective listeners and consider themselves as beginners in order to grow. In a complex
business environment, Kennedy urged leaders to develop rich communication by
developing two-way communication and expanding on traditional information-sharing
platforms. Two-way communication describes the relationship between employee and
employer to extend beyond traditional ideas (Devi, 2009; Kassab, 2019; Kennedy, 2008;
Lentz Emmons, 2018; Mishra, Boynton, & Mishra, 2014). Finally, the author has
challenged leaders to develop across-the-world communication capabilities in order to
welcome new ideas (Kennedy, 2008).
Effective communication is the process by which a leader projects the desired
long-term plans of the organization, including the mission, vision, and organization
culture (Armengol et al., 2017). Moreover, a leader’s effective communication directly
influences the employee’s work satisfaction and their perception of their work
environment (Ogbolu et al., 2018). Effective communication is made even more critical
in a diverse population in order to develop a personal connection with individuals of
different backgrounds (Armengol et al., 2017; Daft & Lengel, 1986; Jensen et al., 2018;
Kennedy, 2008).
In an organization, leaders must develop effective communication with all
followers in order to achieve desired goals (Armengol et al., 2017). Effective
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communication includes various platforms, including verbal, visual, listening, written,
and nonverbal communication. It is believed that effective communication can build
trust (García-Granero et al., 2018; Mishra et al., 2014) and guide followers to achieve the
leader’s vision (Ho & Astakhova, 2020; Jensen et al., 2018; Kikoski, 1999). In a
culturally diverse organization, effective communication also requires evaluation of the
influence of cultural differences (Kikoski, 1999).
In the health care industry, effective communication is essential in aligning the
leader’s decisions about the business with the frontline staff (Lentz Emmons, 2018;
Mishra et al., 2014; Yong, 2016). Effective communication is associated with reduced
conflict in the workplace, increased patient satisfaction, and positive quality measures
(Essaian, 2018). Moreover, effective communication between practitioners and patients
has been associated with overall positive patient outcomes (Patel, 2015). Finally,
effective communication is critical in the nursing department of the acute care hospital in
order to discuss the phases of the nursing process with patients (Campbell, 2018).
Holds Personal Responsibility as a Core Value
Personal responsibility as a core value is a leader’s conscious ownership of his or
her actions and the impact they have on others (Kennedy, 2008; Molenmaker et al., 2016;
Tausen et al., 2018). Culturally inclusive leaders also influence others by consistently
demonstrating personal responsibility to develop and lead others (Chai et al., 2017;
García-Granero et al., 2018; Kennedy, 2008). Kennedy (2008) noted that leaders hold
personal responsibility as a core value to leverage the individual’s differences in his or
her daily decisions. Finally, Kennedy also argued that leaders must increase their
knowledge and extend their experience to future endeavors.
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A leader’s experiences are enhanced through increased exposure to different
cultures, which has been associated with further understanding of cultural differences
(Çelik et al., 2016). Experts who study cultural diversity have recognized that exposure
to different cultures and understanding of different cultures will lead to successful
leadership (Çelik et al., 2016; Kennedy, 2008; Patel, 2015). To understand the
individual’s cultural differences, leaders must have personal responsibility and lead
through shared responsibility as a core value (Chai et al., 2017; García-Granero et al.,
2018; Kennedy, 2008).
With the increased pressure for health care leaders to meet their patients’ needs,
holding shared responsibility means ensuring that all decisions incorporate individual
differences from patients to employees (García-Granero et al., 2018; Patel, 2015). Health
care leaders holding personal responsibility for their actions are associated with
employees seeing their leaders as resources (De Carlo, Corso, Falco, Girardi, & Piccirelli,
2016). Moreover, personal responsibility in the health care industry is associated with
positive job performance, increased engagement, and collaboration among the
practitioner team (De Carlo et al., 2016). That said, there is a risk associated with
personal responsibility in health care due to individual biases (Friesen, 2018; Savulescu,
2018), which increases the urgency for leaders to provide a clear direction of core values
that align with the organization and patient, thus ensuring positive outcomes.
Establishes Mutualism as a Final Arbiter
Mutualism as the final arbiter is where everyone benefits and no one is harmed by
the decisions and actions within the team or organization (Kennedy, 2008). Mutualism
establishes trust in organizations through a deep sense of shared purpose, a thoughtful
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inspection of each member’s ideas and interests, and interdependence when performing
roles and responsibilities (Harvey & Drolet, 2006; Mishra, 1996; Rau, 2005).
Establishing mutualism as a final arbiter means that an individual’s behaviors and actions
are associated with increased cooperation with the foundation of trust (Mishra, 1996).
Furthermore, establishing mutualism as a final arbiter builds trust among teams as it
predicts others’ future actions to benefit the team rather than self-interest, thereby
creating a win-win situation (Kennedy, 2008; Rau, 2005).
To achieve a win-win situation, leaders must further evaluate their thinking,
decision-making, and behaviors in order to benefit all. A leader creating an environment
where everyone benefits and no one is harmed requires intentionality on the part of the
individual to consistently be aware of their actions and decisions (Kennedy, 2008).
Kennedy (2008) highlighted that developing a win-win environment is required for an
organization’s well-being. Lastly, a critical note described by Kennedy is that conscious
actions will have more significant value than words alone.
In the health care industry, creating a win-win situation through the establishment
of mutualism as the final arbiter means looking outside of the individual’s incentive and
making decisions for the population’s collective well-being (Gorsky, Mohan, & Willis,
2006). Effective health care leadership mandates that both leaders and followers have
congruent goals with the patient’s needs at the center of all decisions (Ogbolu et al.,
2018; Sinkfield-Morey, 2018). Historically, health care has relied on individuals to put
their personal gains aside to care for others. Health care professionals select their career
path to help others, do no harm, and care for others in their most vulnerable states. This
is evident by the feedback from the general public identifying nursing as the top trusted
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profession in the last 17 years (American Hospital Association, 2019; Gallup, 2020).
Leaders in the industry have significant leverage in creating a trusting environment by
focusing on the foundational forces that guide individuals toward health care.
Cultural Inclusiveness and Leadership
Advancements in technology and globalization have flattened the world and
eliminated the boundaries of territory (Fang et al., 2018; Ismaili, 2019; Mandelbaum &
Friedman, 2011; Moua, 2010; Ozer, 2020). The influence of globalization has led to
increased intercultural mixing of individuals with diverse cultural backgrounds
(Esterhuizen & Kirkpatrick, 2015). Leaders managing a diverse workforce must
understand the influence of an individual’s background to lead effectively in the 21st
century (Cheon, 2019; Groves & Feyerherm, 2011). Researchers who study effective
leadership through transformational leadership have identified a positive relationship
with leaders who exhibit high CQ (Brannen, 2016; Keung & Rockinson-Szapkiw, 2013).
On any given day, a leader may come across as many as 10 individuals with
different cultural backgrounds (Livermore, 2015). Considering the continued expansion
of intercultural mixing, it is difficult to conceive that a leader must learn all cultural
norms to create a culture of inclusiveness (Livermore, 2015). While incorporating
individual input based on various cultural backgrounds seems like an ideal strategy to
enhance an organization’s effectiveness, leaders are challenged to manage the cultural
diversity in their teams (Ang et al., 2007). The critical challenge in managing a diverse
population is understanding different cultures and how they may influence connections,
which does not automatically transfer in unfamiliar cultural interactions (Turner, 2018).
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Mandates for Health Care to Develop Cultural Inclusiveness
An acute care hospital is an open place for all individuals, no matter their
background. In an acute care hospital, caregivers, patients, and family members from
various cultural backgrounds and from a baby’s first breath to end of life care interact
(Fortin & Maynard, 2018). With critical interactions throughout the human life journey
and recognizing the diversity in the population, health care is mandated to understand the
influence of an individual’s cultural background and preferred care plans (L. Thomas &
Galla, 2013). With an increasingly large population of immigrant health care workers,
recognizing employees’ cultural diversity will lead to an environment of inclusiveness
and will be the key to sustaining business (Maier-Lorentz, 2008; Sinkfield-Morey, 2018).
The United States has had a long history of challenges to meet the diverse needs
of its population (Institute for Diversity in Health Management, 2016a; Umbdenstock,
2013). The unequal treatment and disparity in care highlight the importance of creating a
culture of inclusiveness to meet the regulatory mandates and maintain the quality of care
for all (Sinkfield-Morey, 2018). In order to meet the culturally sensitive needs of the
population, equality of care has been a focus for health care leaders (Sliter et al., 2014).
Regulatory mandates. With an open-door policy and promise to care for
patients at their most vulnerable time, acute care hospitals have additional responsibility
to ensure adherence to regulatory mandates (Centers for Medicare and Medicaid
Services, 2020b; Fortin & Maynard, 2018). While most organizations have some form of
government review, when life, death, and quality of care are on the line, additional
pressure and regulations are placed on the acute care hospitals to ensure safe practices
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(Fulton et al., 2015). The regulatory mandates influencing the acute care hospital are
managed both federally and locally to ensure compliance with guidelines.
At a federal level, there are regulatory mandates to eliminate the disparities in
care. Stemming from the Civil Rights Act of 1964, organizations receiving federal
assistance and contracts are prohibited from discriminating against an individual based on
their race, color, and national origin (Civil Rights Act, 1964). In 1998, President
Clinton’s administration published the President’s Initiative on Race (Franklin et al.,
1998). The report urged acute care hospitals to develop cultural competence, provide
language assistance, and increase workforce diversity (Franklin et al., 1998;
Umbdenstock, 2013).
At the state level, additional requirements are provided for acute care hospitals to
meet their patients’ culturally diverse needs. Alongside federal mandates, state level
regulatory agencies in charge of hospital licensing and reimbursement of insurance have
increased focus for acute care facilities to meet the culturally diverse needs of their
patients (California Department of Health Care Services, 2019; California Department of
Managed Healthcare, 2020; Centers for Medicare and Medicaid Services, 2020b; The
Joint Commission, 2020; Lara & Salas-Vallina, 2017). In the state of California,
regulatory mandates of hospital licensing are guided by Title 22 guidelines, which outline
the direction of requirements to meet language assistance and understanding of patients’
cultural backgrounds as it influences their care preferences (California Department of
Public Health, 2016).
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Role of Health Care Administration
In a rapidly changing world, now more than ever, it is critical for organizations to
have a competitive advantage (Nederveen Pieterse et al., 2010). In the United States, a
free market is the economic guide for businesses, promoting a competitive market
(Alfermann, 2011). The external competition is often a source of motivation for
businesses to innovate and produce ideas that make them stand out and sustain them
(Alfermann, 2011). While competition is a good source of fuel for businesses, it has also
caused leaders to focus on the bottom line (Anderson & Ackerman-Anderson, 2010).
In many businesses, the bottom-line goals are tied to profits, which often guide a
leader’s actions (Alfermann, 2011; William et al., 2004). Much like the business sector,
health care leaders face a multitude of competing demands that pull from the same
resources (Waxman, 2015). To address the competing demands in sustaining the
business, leaders rely on developing a strategy and vision for their followers to achieve
(Ackerman-Anderson & Anderson, 2010; Jensen et al., 2018; Keating & Heslin, 2015).
In an acute care hospital, administrators are responsible for developing the strategic
planning for the enterprise (Preeti et al., 2015).
It is the responsibility of leaders to develop strategies to manage the diversity in
an organization (García-Granero et al., 2018). Additionally, the health care
administrator’s role is to ensure compliance with regulatory mandates in the acute care
hospital. The health care enterprise is committed to the licensing requirements, which in
the state of California include ensuring that the patient’s culturally diverse needs are
considered in their care plan (California Department of Public Health, 2016). Moreover,
eliminating the disparities in care mandates health care administrators to take a deep dive
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in understanding individuals’ backgrounds and their influence on their care requirements
(Campbell, 2018).
With high stakes of patients’ lives and hospital license on the line, ensuring that
culturally sensitive care is provided is a priority for health care leaders (Ghaferi, Myers,
Sutcliffe, & Pronovost, 2016; M. White et al., 2017). To meet the regulatory mandates
and provide culturally sensitive care, acute care hospitals have provided diversity training
programs for health care professionals. Traditional diversity training programs include
workshops about different cultures and preferences associated with the culture
(Esterhuizen & Kirkpatrick, 2015; Shepherd, 2019). However, current training programs
fail to eliminate the disparities in care (Institute for Diversity in Health Management
2016a; Ogbolu et al., 2018). Moreover, traditional diversity training programs have been
ineffective in long-term positive outcomes (Shepherd, 2019).
Role of Chief Nurse Executive
The chief nurse executive, also referred to as chief nurse officer, has evolved with
increased responsibility for inpatient nursing operations (Waxman, 2015). The chief
nurse executive is identified as an executive-level position in which the person occupying
it is in charge of inpatient nursing units. The units managed under the chief nurse
executive’s leadership include critical care services, adult services, maternal-child
services, perioperative services, and additional care units based on the operation
leadership model (Crawford et al., 2017). The chief nurse executive sets the vision, the
tone for how the nursing team provides care, and long-term plans for the business,
including managing finances, innovation, and sustainability (Crawford et al., 2017;
Kassab, 2019). Moreover, the chief nurse executive is responsible for ensuring that
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inpatient nursing units adhere to regulatory agencies, including state, federal, and, in
many cases, unions while maintaining the nursing units (Centers for Medicare and
Medicaid Services, 2020b).
The chief nurse executive is additionally responsible for developing strategic
planning, including an evaluation of internal and external influences as well as staffing
plans (Cho, Spence Laschinger, & Wong, 2006; Waxman, 2015; Wegner, 2011).
Considering the regulatory mandates on the acute care hospital, there is an increased
demand for health care professionals (Kentischer et al., 2018; Nursing Solutions, 2018).
The mandates on health care have contributed to hospitals anticipating increasing their
registered nursing (RN) staff by 45% (Nursing Solutions, 2018). Furthermore, the U.S.
Department of Labor, Bureau of Labor Statistics (2018) has identified that occupations in
the health care industry are projected to be the fastest-growing occupational group with
one in four new jobs by 2024. One strategy in addressing the industry demand for health
care professionals is developing a culture of inclusiveness (Metzger et al., 2019;
Sherman, 2006; Sliter et al., 2014).
As a critical partner in the treatment team, nursing professionals have a significant
influence on a patient’s recovery and care while in the acute care hospital (Capella et al.,
2010). The nursing team, under the supervision of the chief nurse executive, is one of the
largest populations of workers in the acute care hospital working directly as the care team
(Kaiser Permanente, 2018; U.S. Department of Labor, Bureau of Labor Statistics, 2015).
Moreover, the nursing team is composed of the most culturally diverse population of
health care professionals (Campbell, 2018).
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Chief Nurse Executive and Cultural Inclusiveness
With increased diversity in the population, the chief nurse executive has increased
pressure to develop new strategies for the nursing departments of the acute care hospital.
Extensive research has been facilitated to understand the influence of health care
practitioners and cultural diversity (Hughes, 2018; Maier-Lorentz, 2008; Ogbolu et al.,
2018). Understanding an individual’s cultural background and how his or her
background may influence his or her treatment plan is critical to the patient’s total health
(Maier-Lorentz, 2008).
Moreover, as the diversity in the population increases, so does the intercultural
mixing of the health care professionals. As the population becomes more diverse, chief
nurse executives must develop strategies to leverage the diversity in the nursing
workforce (Fowler, 2018). With many units under the chief nurse executive’s
administration, the chief nurse executive is responsible for managing the largest diverse
population of employees working in the hospital in the inpatient nursing units (J. White,
2012). Today, the nursing workforce is composed of individuals with diverse
backgrounds, reinforcing the need for leadership to understand the influence of cultural
differences in the employees (Beheri, 2007; Campbell, 2018).
Research Gap
Creating a culture of inclusiveness is an active pursuit that requires continuous
evolution as borders continue to expand with the influence of intercultural mixing
(Cheon, 2019; Livermore, 2015). The diversity in the population can be a strength or a
challenge (García-Granero et al., 2018) when considering the complexity of care (Bailey
& Cardin, 2018; Kentischer et al., 2018) and influence of an individual’s cultural
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background in creating the care treatment plan (Fortin & Maynard, 2018). Upon review
of the existing body of literature, there are limited resources that describe how leaders
can incorporate CQ as an effective strategy for developing a culture of inclusiveness
(Shepherd, 2019). Moreover, there is limited research available that describes how chief
nurse executives can leverage their employees’ diversity to meet the diverse needs of
patients.
The Gap in Effective Strategies to Creating a Culture of Inclusiveness
Based on the exploration of the existing body of knowledge, positive strides have
been made in reducing the differences in treatment in the acute care setting; however,
there are limited effective strategies in eliminating the disparities in care (Institute for
Diversity in Health Management, 2016a; Umbdenstock, 2013). Moreover, with much
evidence to support the need for leadership in developing new strategies to incorporate
CQ (Livermore, 2015; Moua, 2010), there are limited resources available for leaders to
manage the diversity in their workforce.
Much of the focus on providing culturally inclusive care has been through
diversity training programs. Traditional diversity training programs aim to provide
knowledge of cultural differences to health care practitioners (Shepherd, 2019; SinkfieldMorey, 2018). However, the traditional training programs in the acute care hospital are
identified as ineffective with additional negative repercussions (Shepherd, 2019). In fact,
ineffective training programs have been associated with practitioners feeling blamed for
the disparities in care (Shepherd, 2019). Moreover, ineffective training programs have
been associated with practitioners identifying patients as “a problem” or “difficult” when
their preferred treatment options are different from Western therapeutic approaches
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(Fortin & Maynard, 2018, p. 37). Finally, ineffective training programs have left patients
feeling that their care is insincere (Shepherd, 2019).
The Gap in Chief Nurse Executives Strategies and CQ
It is recognized that the practitioner’s background influences his or her work
integration; in fact, a culturally diverse nursing workforce has been associated with
positive patient quality outcomes (Rosseter, 2019). However, the challenge is lack of
knowledge of individuals’ cultural differences and its impact on creating a culture of
inclusiveness (Xiao et al., 2014). To manage the expected continued growth in the
industry paired with increased diversity in the population, chief nurse executives can
leverage the diversity in their nursing workforce to meet their patients’ culturally diverse
needs. The challenge remains in identifying effective strategies to leverage the
employees’ diversity in order to meet the needs of patients. A significant limitation of
current diversity programs is that they have been identified as ineffective in having longterm positive outcomes (Shepherd, 2019). This finding supports the need to identify
what effective chief nurse executives do to create a culturally inclusive environment.
A consideration for effective strategies for chief nurse executives to meet the
diverse needs of their patients is to utilize the theories of CQ by leveraging the diversity
in the employees of the nursing workforce. Historically, CQ has been evaluated for
effective leadership strategies in the business sector (Earley & Ang, 2003; Livermore,
2015); however, CQ may provide chief nurse executives with guidance to leverage the
diversity in the diverse nursing workforce (Campbell, 2018). Conversely, previous
research on CQ in the health care setting has been limited to a sample size, which is
restrictive of predictive capabilities in other settings (Beheri, 2007; Campbell, 2018).
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Finally, with the complexity of CQ, it is recommended that multiple platforms be utilized
to assess performance (D. C. Thomas et al., 2008). Nevertheless, the challenge today
remains that the most common method of studying CQ has been through self-assessments
utilizing quantitative methodology (Fang et al., 2018).
Synthesis Matrix
A synthesis matrix was created to review the existing body of research related to
this study (Appendix A). The synthesis matrix is critical for this study to summarize
common themes and ideas related to this study (Roberts, 2010). Additionally, the
synthesis matrix supports the organization of literature and sources linked to the research
(Roberts, 2010). With this study being part of a thematic peer research group, the
synthesis matrix was shared with peers in order to align key variables, themes, and
related resources to this study. Moreover, seminal authors and key theorists were
organized in the synthesis matrix and shared with thematic peer researchers. The
synthesis matrix for this study was organized by background and theoretical foundation,
followed by variables related to the theoretical framework, and finally, populationspecific factors.
Summary
Intercultural mixing has influenced all countries, demanding leaders to become
global leaders (Livermore, 2015). It is expected that by 2043 there will be no majority
race in the United States (Esterhuizen & Kirkpatrick, 2015; Ogbolu et al., 2018).
Researchers evaluating changes in the population because of globalization have focused
extensively on leaders developing a culture of inclusiveness to leverage the differences in
the employees to grow the business (Downey et al., 2015; Sinkfield-Morey, 2018).
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While much research has been done to understand the influence of cultural differences
since the 1990s, there is a gap in developing a culture of inclusiveness to leverage the
organization’s diversity to meet the business goals (Shore et al., 2009). With the
continued expected expansion of boundaries, it is undeniable that leadership must
consider cultural influence in order to develop a culture of inclusiveness (Sheppard,
2018). Additionally, considering the influence of intercultural mixing, leaders must
identify strategies to manage their organization’s diverse population (Livermore, 2015).
The health care industry has also faced significant changes with globalization
leading to increased cultural diversity (Bailey & Cardin, 2018; Garbuio & Lin, 2019;
Kentischer et al., 2018). With an extensive history of diversity in the United States,
(McCorkle, 2018), health care leaders must understand the influence of intercultural
mixing and the impact of individuals’ cultural background on their care preferences.
Today, significant attention has been placed on eliminating the disparities in care
(Franklin et al., 1998; Institute for Diversity in Health Management, 2016b;
Umbdenstock, 2013); however, long-term effective strategies are limited for leaders to
provide culturally sensitive care (Shepherd, 2019).
Creating a culture of inclusiveness is an active pursuit for health care
administrators (Downey et al., 2015). This study has proposed that to develop a culture
of inclusiveness, leaders must develop CQ. CQ is grounded in a multidimensional
construct and describes an individual’s ability to function across culturally diverse
settings (Earley & Ang, 2003). Extending beyond memorizing all cultural differences
(Ogbolu et al., 2018), CQ considers a more adaptive approach to effectively working with
diverse populations (D. C. Thomas et al., 2008). While much research has been done to
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understand the influence of cultural differences, there is limited research on effective
strategies that exemplary chief nurse executives utilize to create an organization of
inclusiveness in the acute care hospital.
Chapter II presented a review of the existing theories and literature relevant to the
study. Chapter III presents the methodology and rationale for the selection used to
conduct this study. Chapter IV presents the findings based on data collection
methodologies selected for this study. Finally, Chapter V presents the findings,
conclusion, implications for the study findings, and recommendations for future research.
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CHAPTER III: METHODOLOGY
Overview
The methodology selected for this study is presented in Chapter III. This study’s
methodology was selected based on the problem being investigated, the purpose of the
study, and the data being solicited (Roberts, 2010). Chapter III of this study includes the
study purpose, research questions, and study design. This chapter additionally outlines
the study population and the sample being investigated. Moreover, Chapter III presents
the study instrumentation, data collection, and data analysis. In this chapter, study
reliability and validity are presented along with steps taken to strengthen the study.
Finally, Chapter III includes the limitations of the study.
Research design, interpretation, and outcome differ based on the study
methodology. Chapter III of this dissertation describes the methodology used in this
study to identify and describe the leadership strategies that exemplary chief nurse
executives use in inpatient acute care hospitals located in Southern California to create an
organizational culture of inclusiveness using Kennedy’s (2008) five leadership qualities
of cultural differences. Throughout this study, the term peer researcher is used to
describe the group dissertation as a part of the Brandman University approach, involving
10 thematic researchers investigating the same topic with different populations with the
support of the faculty chairs.
Purpose Statement
The purpose of this sequential explanatory mixed methods study was to identify
and describe the leadership strategies that exemplary chief nurse executives use in
inpatient acute care hospitals located in Southern California to create an organizational
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culture of inclusiveness using Kennedy’s (2008) five leadership qualities of cultural
differences.
Research Questions
1. What strategies do exemplary chief nurse executives use to make diversity a priority?
2. What strategies do exemplary chief nurse executives use to get to know people and
their differences?
3. What strategies do exemplary chief nurse executives use to enable rich
communication?
4. What strategies do exemplary chief nurse executives use to make personal
responsibility a core value?
5. What strategies do exemplary chief nurse executives use to establish a mutualism as
the final arbiter?
6. What do exemplary chief nurse executives perceive as the most important advantages
of creating an organizational culture of inclusiveness?
Research Design
Research methods vary based on the purpose of the study. According to
McMillan and Schumacher (2010), “Research design refers to a plan for selecting
subjects, research sites, and data collection procedures to answer the research
question(s)” (p. 102). A mixed methods research design was selected to identify and
describe the leadership strategies that exemplary chief nurse executives use in inpatient
acute care hospitals in Southern California to create an organizational culture of
inclusiveness using Kennedy’s (2008) five leadership qualities. McMillan and
Schumacher (2010) described a mixed methods study as one that combines quantitative
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and qualitative methods. A mixed methods design was chosen to allow for a more
complete investigation of the research questions.
As a part of the mixed methods study, an explanatory design was utilized, which
began with quantitative and then qualitative data (see Figure 2). A critical benefit of
utilizing an explanatory design is that the quantitative data are first collected, including
survey questions, and depending on the results, qualitative data are solicited to further
explore the numerical data (McMillan & Schumacher, 2010). For this study, quantitative
data were collected through a survey to identify strategies that exemplary chief nurse
executives in acute care hospitals use to create a culture of inclusiveness. Interviews with
chief nurse executives were conducted to describe strategies that chief nurse leaders
utilize through the framework of Putting Our Differences to Work: The Fastest Way to
Innovation, Leadership, and High Performance (Kennedy, 2008).

Figure 2. Explanatory sequential mixed methods design. From Research Design: Qualitative,
Quantitative, and Mixed Methods Approaches, 2018, by J. W. Creswell and J. D. Creswell, p. 218
(Thousand Oaks, CA: Sage).

Quantitative Design
Quantitative research is the method of study that is explanatory in nature.
Quantitative research design describes a phenomenon while remaining objective by using
statistical data analysis (McMillan & Schumacher, 2010). This study method establishes
a relationship between variables in order to provide recommendations and predictions for

70

the future. In a quantitative study design, the researcher uses tools such as surveys to
collect data for the study (McMillan & Schumacher, 2010). The data are then computed
through statistical analysis. The final report of quantitative research is the statistical
analysis in the form of numbers (Accessible Education, 2016).
For this research, a nonexperimental design was selected to identify and describe
the leadership strategies that exemplary chief nurse executives in acute care hospitals use
in Southern California to create an organizational culture of inclusiveness using
Kennedy’s (2008) five leadership qualities of cultural differences. A nonexperimental
study design is utilized to describe a phenomenon without manipulating conditions
(McMillan & Schumacher, 2010). For this nonexperimental study, survey questions
designed collaboratively with the other thematic peer researchers were administered by
the researcher to a targeted sample within the population of the research.
Qualitative Research
Qualitative research is an exploratory method of study, which tries to investigate
the meaning of people’s experiences and culture (Patten & Newhart, 2018). In a
qualitative study, various philosophical and theoretical perspectives establish the
framework (Patton, 2015). In this study method, the researcher does not try to make
predictions about the future but focuses on interpreting a population’s experience.
Qualitative research is most appropriately utilized when the researcher explores a specific
experience and tries to find meaning. This research design is most effective when the
investigator is exploring the population’s opinions, attitudes, views, and preferences
(Patton, 2015).
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Not all research can be interpreted numerically. Qualitative inquiry allows a
researcher to describe and interpret findings. In a qualitative study, the researcher gathers
data from interviews with open-ended questions, observations, and fieldwork, by
providing an extensive description and documents in the form of written material (Patton,
2015). A noteworthy difference between quantitative and qualitative research is that,
while qualitative research allows a detailed description of the findings, researchers cannot
use this method to make predictions about the future.
In a qualitative research design, data collection may include interviews,
observations, and artifact collection (Patton, 2015). Additionally, in a qualitative
research design, the phenomenon occurs naturally with the researcher gathering data
(McMillan & Schumacher, 2010). The qualitative study allows a researcher to design the
study based on frameworks that best meet the desired study purpose. To identify the
potential study framework, this researcher focused on the research questions that needed
to be answered. In determining the qualitative framework for this study, this author
reviewed the top two theories to answer the research questions and study needs.
This researcher first evaluated the phenomenological perspective. The goal of the
theory of phenomenology is to identify what an individual is experiencing. Additionally,
the theory of phenomenology transforms the lived experiences of the individuals into
consciousness to describe the meaning. In this framework, in-depth interviews are
conducted and analyzed (Patton, 2015). The phenomenological method aims to capture
the essence of the lived experience of the individuals (Patton, 2015). The positive
component of this framework is that it will address the research questions for the study
with the individual’s potential rich descriptive responses. A drawback to this
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methodology is that in the theory of phenomenology there is an essence of shared
experience.
The second qualitative framework reviewed for this research design was
ethnography. The central focus of ethnography is to study people’s culture and how their
culture affects individuals. Cultures can be described based on the collection of behavior
patterns and beliefs that are the guiding path for human interactions (Patton, 2015).
Reflecting on the study’s needs and the research questions, the ethnographic framework
is aligned to study the culture of the group and explain the group members’ perspectives
and behaviors (Patton, 2015). Ethnography is appropriate for this study as the purpose of
this research was to identify and describe the leadership strategies that exemplary chief
nurse executives in acute care hospitals use in Southern California to create an
organizational culture of inclusiveness using Kennedy’s (2008) five leadership qualities
of cultural differences. The challenge with the ethnographic framework is that the data
collection is through participant observation over time. Because of the primary data
collection of the ethnographic approach, this method was not selected for this study.
For this study, a phenomenological framework was utilized to identify and
describe the leadership strategies that exemplary chief nurse executives use in acute care
hospitals located in Southern California to create an organizational culture of
inclusiveness using Kennedy’s (2008) five leadership qualities of cultural differences. A
phenomenological study is rooted in philosophy and tries to give meaning to how
individuals experience it as it relates to a phenomenon (McMillan & Schumacher, 2010;
Patton, 2015). To identify and describe the strategies utilized by the chief nurse
executives, this author facilitated interviews to describe their lived experiences.
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Mixed Methods Research Design Rationale
Not all research can be interpreted through qualitative or quantitative methods;
another opportunity for research design is to facilitate a mixed methods approach. It is
appropriate to utilize a mixed methods approach when a researcher wants to review
numeric and qualitative data. A mixed methods design was most appropriate for this
study as it is comprehensive, allows one to answer different research questions, and
enhances the credibility of the study to add to the existing body of knowledge (McMillan
& Schumacher, 2010). A mixed methods explanatory design was most appropriate to
answer the questions that this study pursued as the survey was collected first, and then
interviews were conducted to expand on the quantitative findings.
A critical benefit of conducting the study using the mixed methods research
design was that the multiple platforms to collect data allowed for the triangulation of data
to increase the credibility of this study (McMillan & Schumacher, 2010; Patten, 2014).
Triangulation is the method by which a researcher mitigates bias through data collection
using various methods (Fusch, Fusch, & Ness, 2017). By collecting multiple forms of
data, the analysis will be rich with information (Fusch et al., 2017). Finally, triangulation
through multiple data collection may reduce barriers such as sample size, which may
influence the study’s validity (Creswell & Creswell, 2018). The research design for this
study included surveying a sample of 18 exemplary chief nurse executives in acute care
hospitals using a questionnaire developed by the thematic peer researchers. The survey
was followed by a series of six interviews of volunteers from the survey sample to gain
in-depth knowledge into their experiences in creating an organizational culture of
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inclusiveness. The data collected were organized and analyzed by the researcher to
determine the findings of the study.
Population
A study population is a group that meets the specific criteria, which are different
from those of other groups (Creswell & Creswell, 2018; McMillan & Schumacher, 2010).
The specific criteria are shared within the group, which allows a study to make
generalized findings of the results (McMillan & Schumacher, 2010). For this study, the
population was 415 chief nurse executives in 422 acute care hospitals in California
(California Department of Public Health, 2018; Kassab, 2019). Acute care hospital is a
hospital that is licensed by the California Department of Public Health (2016) that
provides inpatient medical care for a short period for critical illness or condition (CMS
Data Navigator Glossary of Terms, n.d.).
The chief nurse executive may also be referred to as the chief nurse officer,
director of nursing, or patient care executive, and is recognized as the nursing
administrator of an inpatient acute care hospital. Additionally, the chief nurse executive
is recognized as being in an executive-level position, which has a significant influence on
hospital operations and decision-making (Crawford et al., 2017). The chief nurse
executive is responsible for developing inpatient nursing unit’s vision and aligning goals
with the organization’s mission (Crawford et al., 2017). Moreover, the hospital’s chief
nurse executive manages the largest and most diverse population of employees within an
acute care setting (Crawford et al., 2017; J. White, 2012). With the population being
significantly large, a sampling frame was utilized to narrow the population further.
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Sampling Frame
Creswell and Creswell (2018) defined the target population or sampling frame as
a small percentage of the total population, narrowed to specifically define participants
who display clear characteristics of significance and concern to the study. The sampling
frame is the list from which units are drawn for the sample. The specific source used in
drawing a subset of cases for the sampling frame is the larger population. Because a
researcher rarely has direct access to the entire population of interest in social science
research, a researcher must rely upon a sampling frame to represent all of the elements of
the population of interest (McMillan & Schumacher, 2010). The sampling frame
consisted of the individuals who can answer the questions specific to this study (Lentz
Emmons, 2018; McMillan & Schumacher, 2010). For this study, the researcher
determined that the sampling frame was chief nurse executives in acute care hospitals
located in Southern California. In Southern California, there are more than 200 acute
care hospitals (Hospital Association of Southern California, 2016).
To further narrow the sampling frame, five counties were identified, which
limited the sampling frame to 188 acute care hospitals. The five counties identified for
this study were Los Angeles, Orange, San Bernardino, Riverside, and Ventura. With a
large sampling frame, two experts were solicited to further narrow the sampling frame
from the identified counties. The two experts identified their top 100 hospitals based on
basic standards, hospital reputation, achievements, medical expertise, efficiency, and
quality outcomes. The two experts solicited to identify the study sample were current
leaders in acute care hospitals in charge of accreditation, regulation, and licensing of the
hospitals. The role or accreditation, regulation, and licensing identifies an individual as
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an expert as they work closely with the regulatory agencies, which assess an acute care
hospital’s basic standard, hospital reputation, achievements, medical expertise,
efficiency, and quality outcomes. The experts’ lists were organized, and the hospitals
that were nominated by both were gathered for this study sample. The feedback collected
by the two field experts narrowed the sampling frame to the top 74 chief nurse executives
of acute care hospitals located in Southern California. Additionally, two acute care
hospitals were eliminated from this study as they participated in the instrument fieldtesting disqualifying them from participation in data collection. The sampling frame for
this study was 72 chief nurse executives of acute care hospitals located in Southern
California.
Sample
According to McMillan and Schumacher (2010), sampling is selecting a “group of
individuals from whom data are collected” (p. 129). Similarly, Patton (2015) defined a
sample as a subset of the target population or sampling frame representing the whole
population. There are no specific rules when determining an appropriate sampling size in
qualitative research. Qualitative sample size may best be determined by the time
allocated, resources available, and study objectives (Patton, 2015). For qualitative
studies, Creswell (2005) recommended five to 25 and Morse (1994) suggested at least
six. Based on the mixed methods research design, a sample size of three to five was
deemed sufficient as a minimum sample size when analyzing qualitative data (Creswell,
2005).
To identify and describe the strategies utilized by the chief nurse executives of
acute care hospitals, a nonprobability sampling method was selected. A nonprobability
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sampling method allows the researcher to select a specific sample that meets the
boundaries of the study (McMillan & Schumacher, 2010). To ensure that data collection
is aligned with the purpose and research questions of this study, a purposeful sampling
method was selected. In a purposeful sampling method, the subjects are selected to
ensure that they are representative or informed about the topic of interest (McMillan &
Schumacher, 2010).
The sample was selected based on the chief nurse executive’s ability to answer
the research questions based on the criteria of an exemplary leader. The researcher emailed the eligible chief nurse executives from the sampling frame and invited them to
participate in the study after validating that they met the study criteria (Appendix B). The
researcher accepted the first 18 chief nurse executives who showed interest in
participating in the study. The small sample of exemplary chief nurse executives was
diverse in geographic location, within the boundaries of the study limitations. Travel
time was not considered a limiting factor of the sample’s geographic location due to the
electronic utilization of SurveyMonkey and virtual meeting platforms.
For this study, 18 chief nurse executives were selected to participate in the
research (see Figure 3). A sample size of 18 provides enough data to efficiently gather
the data and a sufficient size to draw meaningful conclusions.
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Population= 422
Acute Care
Hospitals and 415
Chief Nurse
Executives

Sampling Frame=
72 Acute Care
Hospitals in
Southern
California in Five
Counties

Sample= 18 Chief
Nurse Executives
in Acute Care
Hospitals in
Southern
California

Sample: 18 Exemplary Chief Nurse
Executives in Acute Care Hospitals in
Southern California
Figure 3. Exemplary chief nurse executives sample funnel.

Based on the collective thematic teams’ definition, criteria for exemplary leaders
were described. Chief nurse executives participating in the research must meet at least
four of the following characteristics:
• The chief nurse executive participates in organizational and community activities
involving diverse individuals.
• The chief nurse executive demonstrates evidence of leading a culturally inclusive
organization.
• The chief nurse executive has a minimum of 5 years of experience in the profession.
• The chief nurse executive has had articles, papers, or materials written, published, or
presented at conferences or association meetings about cultural inclusion.
• The chief nurse executive has received recognition by his or her peers as a leader who
gives respect to all people.
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• The chief nurse executive has a membership in professional associations in his or her
field.
Instrumentation
This researcher was part of a thematic group of peer researchers completing their
dissertations as a collective group. The group chose an explanatory mixed method design
to answer the research questions. In a mixed methods design, both quantitative and
qualitative data are collected to answer the research questions (McMillan & Schumacher,
2010). Additionally, this thematic group selected a sequential explanatory mixed
methods study to gather quantitative data first followed by qualitative data (McMillan &
Schumacher, 2010).
For this study, the thematic group, guided by university faculty chairs, developed
quantitative and qualitative instruments. The outcome of the thematic team efforts
produced original survey and interview instruments. For the quantitative instrument, a
survey was developed with structured questions, which first solicited background
information from the exemplary chief nurse executives to ensure their qualification to
participate in the study. The survey questions guided the chief nurse executives in
identifying strategies that they have utilized to create a culture of inclusiveness; this
instrument utilized a Likert scale. For the qualitative instrument of the study, the
thematic group developed semistructured open-ended interview questions aligned with
the theoretical foundation of Kennedy’s (2008) five leadership qualities of cultural
differences. Completing the interviews after the survey participation built on the
numerical data to further explore strategies that exemplary chief nurse executives utilized
to create a culture of inclusiveness.
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Following the approval from the Institutional Review Board (IRB) at Brandman
University, the identified exemplary chief nurse executives were invited to participate in
the survey through e-mail requests (Appendix C). Prior to participation, exemplary chief
nurse executives were provided with the following forms, based on Brandman
University’s guidelines to conduct research. The participants were provided with (a) a
description of the study including the definitions of the five qualities as described by the
thematic group, (b) an electronic link to the survey (Appendix D), (c) the Brandman
participants’ bill of rights (Appendix E), and (d) consent to record the interview
(Appendix F).
Quantitative Instrumentation
As a part of the mixed methods research design, quantitative data are collected to
provide numerical data. This study’s quantitative data collection was through the use of a
closed-ended survey questionnaire (Appendix D). The benefits of utilizing a survey
questionnaire are that all participants receive the same documents (McMillan &
Schumacher, 2010). The survey additionally allows for anonymous responses from the
participants (McMillan & Schumacher, 2010). Additionally, the survey tools allowed for
demographic data collection from the participants.
For this study, survey questions were developed as a part of the thematic group of
10 researchers in collaboration with faculty chairs. The peer researchers were divided
into smaller groups and assigned study variables to develop questions based on the
literature review. The group of 10 peer researchers developed multiple questions for each
study variable addressing both quantitative and qualitative questions representing a data
bank of possible questions. Through a series of meetings and discussions with the
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thematic group of peer researchers, faculty, and experts, draft survey questions were
selected. The peer researchers, in partnership with faculty and an instrumentation expert,
Dr. James B. Cox, author of Your Opinion Please!: How to Build the Best Questionnaires
in the Field of Education (Cox & Cox, 2008), developed a SurveyMonkey tool for the
quantitative data collection and an interview protocol for the qualitative interviews. The
survey questions solicited strategies that exemplary leaders use to create a culture of
inclusiveness based on Kennedy’s (2008) five leadership qualities of cultural differences.
The qualities Kennedy described are (a) “makes diversity an organization priority,” (b)
“gets to know people and their differences,” (c) “enables rich communication,” (d) “holds
personal responsibility as a core value,” and (e) “establishes mutualism as a final arbiter”
(pp. 35-39).
The survey questionnaire developed for this study used scaled items in the form
of a Likert scale. A Likert-scale questionnaire allows research participants to provide
responses of agreement or disagreement related to a specific question (McMillan &
Schumacher, 2010). The Likert scale selected for this study was six direction responses
from agree strongly to disagree strongly.
Qualitative Instrumentation
In the mixed methods explanatory research design, qualitative data are collected
after quantitative data in order to further elaborate on the numerical data (McMillan &
Schumacher, 2010). To address the study’s purpose, qualitative data are necessary in
order to further describe effective strategies identified by the exemplary leaders of the
study. Qualitative data are collected through interviews, observations, and artifact
collection in order to provide rich descriptions of the research questions (Patton, 2015).
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As a part of a thematic group of peer researchers, the qualitative data were
collected through interviews. Semistructured open-ended interview questions were
developed for this study with the support of faculty chairs. The group of 10 researchers
were organized into smaller groups and assigned study variables to draft interview
questions based on the literature review, survey questions, and study definitions. Upon
completion of the draft interview questions by the peer researchers, they were submitted
to the faculty chairs for review. A series of thematic meetings were held to review and
revise the draft interview questions. The interview questions were developed to answer
the six research questions for this study.
The interview questions were designed to enhance the survey responses by
allowing participants to further describe the leadership strategies that the exemplary chief
nurse executive used to create an organizational culture of inclusiveness using Kennedy’s
(2008) five leadership qualities of cultural differences. The thematic group of peer
researchers developed additional probing questions in order to clarify and gather further
details to answer the research questions (Appendix G). In this process, researchers were
able to maintain alignment with the study’s purpose, with the additional opportunity of
expanding on ideas and seeking clarification questions.
Finally, as a thematic group, with the support of faculty chairs, an introduction
protocol was developed to be shared prior to the interview questions. The purpose of the
introductory protocol was to maintain consistency between interview participants. The
protocol provided a brief overview of the study, requested verbal agreement, notified
participants of recording, and provided an opportunity for questions before beginning the
interview process.
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Researcher as an Instrument of the Study
In a qualitative study, the researcher is the study instrument (Patton, 2015). A
challenge in conducting qualitative research is researcher bias influencing the data
collection and analysis (Patton, 2015). Researcher bias is inherent in the qualitative study
because the researcher’s lived experiences are included in their processing.
The researcher of this study has 10 years of experience working in the nursing
administration of an acute care hospital in Southern California. As a result, the
researcher brought potential bias to this study based on her lived experience. In order to
reduce the researcher bias, field-testing of the semistructured open-ended questions were
conducted with an expert observer who provided feedback to improve future interviews.
Additionally, this researcher recorded the interview responses and transcribed feedback
digitally in order to reduce the influence of researcher bias.
Field-Testing
Upon completion of the study instrumentations, field-testing was conducted in
order to evaluate the survey instrument’s validity and reliability. The field-test
participants were not a part of the data collection for the final study. To ensure instrument
reliability and validity, field-testing was conducted for the survey questionnaire. As a
part of the thematic group of peer researchers, field-testing was completed by 10
researchers with 22 participants through the use of a shared survey link of
SurveyMonkey. This author completed field-testing of the survey instrument with two
current chief nurse executives who met at least four of the qualifications as exemplary
leaders. Upon completion of the survey, field-test participants were solicited for their
feedback regarding survey instrumentation (Appendix H), including the length of time to
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complete the assessment, appropriateness of the questions, and feedback on the relevance
of the questions to their leadership capabilities. The feedback collected by field tests by
this author and thematic group were submitted to faculty chairs and discussed in order to
make modifications to the survey instrumentation. The results of the field-testing were
utilized to evaluate the study reliability and validity through statistical analysis.
The thematic group of peer researchers met collectively and in small groups to
develop the interview questions and introductory protocol. Upon completion of the
qualitative instrument, the thematic group conducted field-testing of qualified exemplary
leaders to ensure that the interview questions answered the research questions. The fieldtesting of the semistructured open-ended interview questions was conducted by the 10
thematic researchers with participants who met at least four of the characteristics of the
study criteria for an exemplary leader. The qualitative field-test responses of participants
were not a part of the data collection for the final study.
Upon completion of the interview, this researcher solicited feedback from the
exemplary leader regarding the interview questions and assessed the researcher’s skill in
facilitating the interview (Appendix I). In addition to the instrumentation evaluation, the
field-testing provided an opportunity to evaluate the researcher’s bias by having an expert
observer participate in the interview. Upon completion of the interview field test, the
interview observer provided feedback to this researcher in order to improve the interview
process (Appendix J). Finally, the researcher evaluated the interview process, including
questions and her comfort in facilitating the session (Appendix K). The field-test
responses were collected and discussed by the thematic group of 10 researchers in order
to improve the interview questions and protocol. The evaluations were submitted to the

85

instrumentation expert and faculty chairs for review and evaluation. The semistructured
open-ended interview questions were modified based on feedback from the researchers,
field-test participants, and experts.
Validity
Validity describes the degree to which an instrument or tool measures what it is
intended to assess (Salkind, 2017). Patton (2015) noted that instrument validity is based
on “careful instrument construction to ensure that the instrument measure what it is
supposed to measure” (p. 22). In order to conduct validity testing of the instrumentation
for this study, content validity was utilized. Content validity describes the degree to
which the instrumentation is identified as appropriate (Salkind, 2017). It is critical to
have content validity in order to ensure that conclusions can be drawn from data
collection and there are no misinterpretations.
In order to ensure that the study instrumentation measured what it was intended
to, the study definitions of each of the variables of the framework were utilized when
developing survey and interview questionnaires. Additionally, as a part of the thematic
group of peer researchers, content validity was performed on the instrumentation through
faculty chairs and researchers conducting the field-tests. Upon completion of the fieldtesting, the group of researchers met with faculty and survey development experts to
debrief about the instruments. Based on feedback received, modifications were applied
as the group found them necessary to increase the tool’s validity. Moreover, validity was
maintained for this study by consistently utilizing the electronic survey and developing
interview protocol and questions among all participants.
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Reliability
Reliability describes the degree to which an instrument or tool measures
something consistently (Salkind, 2017). Roberts (2010) noted that “reliability is degree
to which [the] instrument consistently measures something from one time to another” (p.
151). There are multiple ways to conduct reliability testing to ensure that the
instrumentation is consistent (Salkind, 2017). The thematic group of peer researchers
developed the interview questions, the protocol, and the survey questions, which were
field-tested, and feedback from the group’s findings was considered to enhance the
study’s reliability. For this study, intercoder reliability and internal reliability were
utilized.
Intercoder Reliability
For an instrument to be considered reliable, the data must produce consistent
responses (Salkind, 2017). A challenge with qualitative research is in experimenter bias,
which may lead to increased skeptical reviews. In this matter, the examiner’s inherent
internal biases may influence his or her ability to remain objective while interpreting the
observations and interviews (Patton, 2015). One recommendation in remedying this
challenge is through the use of intercoder reliability. According to Lombard, SnyderDuch, and Campanella Bracken (2004), “Intercoder reliability is the widely used term for
the extent to which independent coders evaluate a characteristic of a message or artifact
and reach the same conclusion” (p. 2).
Intercoder reliability is reached when there is an 80% agreement among peer
researchers (Creswell & Creswell, 2018). In this form of reliability, a researcher utilizes
an independent coder to ensure that those same conclusions are interpreted in the data
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analysis. Another benefit of facilitating intercoder reliability is the advantage of dividing
the coding work among researchers (Lombard et al., 2004). To conduct intercoder
reliability, one peer researcher served as independent coder in order to ensure the coding
and accuracy of themes. The peer researcher in the thematic group coded one interview,
which was 12% of the interview findings with 86% agreement between the researchers.
Internal Reliability
Internal reliability is the process of evaluating whether the instrument is testing
one and only one item (Salkind, 2017). To conduct internal reliability testing of the
quantitative instrument, field-test results were collected and evaluated. The thematic
group of peer researchers conducted the field test to include 22 participants’ responses to
the quantitative instrument.
To evaluate the quantitative instrument, descriptive statistics were performed on
the data set collected by the field test. The statistical analysis included mean, median,
minimum, maximum, and standard deviation for each item. The quantitative survey was
field-tested by the 10 thematic researchers using 22 different participants and then
conducting an item analysis. The Cronbach alpha was used to establish a statistical
measure of reliability with an instrument overall score of .736. Cronbach’s alpha is a
convenience test used to estimate the reliability or internal consistency of a composite
score. Cronbach alpha’s commonly accepted rule is that an alpha of 0.7 (some say 0.6)
indicates acceptable reliability and 0.8 or higher indicates good reliability. Very high
reliability (0.95 or higher) is not necessarily desirable because this indicates that the items
may be entirely redundant (Fraenkel & Wallen, 2000).
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To determine the instrument’s internal reliability, two methods were used:
Cronbach’s alpha and inter-item correlation. Cronbach’s alpha (α) provides a measure of
the consistency of items intended to measure the same construct. In the survey parts
where the alpha (α) was low, items were systematically excluded to determine if one or
more could be eliminated to improve consistency. Inter-item correlations (r) were
calculated to determine if any items were contributing results so similar that they might
be considered redundant. Overall, the instrument was identified as stable and internally
reliable, with minor adjustments to the survey tools to have high level of reliability for
every question.
Data Collection
This study’s research design was a sequential explanatory mixed methods
approach, which included both quantitative and qualitative methodologies. Guided by
the research design, data collection for this study was done through two forms. Survey
questions were developed by the thematic group of peer researchers to collect
quantitative data. Interview questions were also developed as a part of the thematic
group and deployed secondly to gather qualitative data.
Ethical Consideration
Prior to data collection, collaborative institutional training initiative (CITI)
certification was completed in human subject research: Social-behavioral-educational
researchers basic (Appendix L). Approval was received by the Brandman University
Institutional Review Board (BUIRB) before any data collection (Appendix M). Upon
approval from BUIRB, e-mail notifications were sent to the study participants, inviting
them to participate in the research. E-mail notifications to participate included both the
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survey and interview process. The document highlighted the confidentiality of future
responses to exclude participant names and specific institutions. Participants agreeing to
take part in the study were provided with documents including informed consent,
Brandman’s participants’ bill of rights, and consent to an audio recording of the
interview. As with the nature of the survey tool, anonymous data collection was ensured.
To ensure the confidentiality of qualitative data, subjects were assigned a
reference number to protect their name in future data analysis. Recordings of interviews
were transcribed utilizing a recording application within this author’s password-protected
phone. Transcribed data for this study were maintained in computer files with passwordprotected security to ensure data safety, and will be destroyed 3 years following the
publication of the study. Additional notes taken during the interview process were
secured in the researcher’s locked home.
Quantitative Data Collection: Survey Process
McMillan and Schumacher (2010) asserted that “quantitative measurement uses
some type of instrument or device to obtain numerical indices that correspond to
characteristics of the subject” (p. 173). For this study, the numerical data were collected
through survey questions. The survey questions were developed as a part of the thematic
group of peer researchers with guidance from the faculty chairs. The survey questions
solicited for the exemplary leaders to identify strategies that they have used to create a
culture of inclusiveness were based on the leadership qualities identified in Putting Our
Differences to Work: The Fastest Way to Innovation, Leadership, and High Performance
(Kennedy, 2008).
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From the study sample, potential participants were first solicited through e-mail
requests to be a part of the research. Chief nurse executives who showed interest in
participating in the research were then asked to self-report meeting the minimum criteria
for exemplary leader as defined by the study. Exemplary chief nurse executives were
then provided an e-mail with instructions (Appendix C), including the definitions of the
study research questions described by the thematic group of peer researchers and IRB
consent materials. Finally, participants were provided with the following documents:
(a) a description of the study including the definitions of the five qualities as described by
the thematic group, (b) an electronic link to the survey (Appendix D), (c) the Brandman
participants’ bill of rights (Appendix E), and (d) an informed consent (Appendix F). The
SurveyMonkey link was made available for 2 weeks for the participants to submit. The
survey responses were downloaded and organized to be further explored during the
interview process.
Qualitative Data Collection: Interview Process
Qualitative data are collected through interviews, observations, or artifact
collection (Patton, 2015). For this mixed methods research study, the interview was
selected to gather qualitative data. To conduct the qualitative data collection, the
thematic group of peer researchers developed an introductory protocol to ensure
consistency of information with each participant. The interview questions were created
as a collective thematic group of peer researchers in partnership with faculty chairs to
answer the research questions of this study. Collecting qualitative data through the use of
interviews is an effective strategy as the oral questionnaire is flexible, allows for follow
up questions and clarifications, and allows the participant to further elaborate (McMillan
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& Schumacher, 2010). Additionally, the interview process allows for verbal and
nonverbal feedback guiding the researcher to appropriately utilize probing questions
(McMillan & Schumacher, 2010).
Due to the pandemic caused by Coronavirus disease 2019 (COVID-19) and the
increased threat of spreading the virus, physical distancing was implemented with
additional precautions to ensure the population’s safety. As a part of the health and
safety recommendations, in-person interviews were deemed inappropriate by Brandman
University during the national crisis. To continue with the research study, virtual
interviews were solicited for participation in the study. In order to participate in the
interview, exemplary chief nurse executives who identified an interest in participation
during quantitative data collection were invited to join a 1-hour virtual interview meeting.
The first six exemplary chief nurse executives who showed interest in participating in the
interview were scheduled. The interview meeting was scheduled after approval from the
IRB and survey data collection. Participants scheduled for a virtual interview were
provided a meeting link to join the interview. Virtual meeting rooms were scheduled
with Zoom and similar virtual meeting room invitations to meet the recommended
physical distancing and further prevent the spreading of the virus.
For this study, all six exemplary chief nurse executives were asked the same 12
semistructured open-ended questions. The interviews were conducted in a virtual
meeting room. The participants were provided with the following documents in advance
of their interviews: (a) a description of the study including the definitions of the five
qualities as described by the thematic group of peer researchers, (b) the Brandman
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participants’ bill of rights (Appendix E), and (c) consent to record the interview
(Appendix F).
For this study, two recording devices were utilized during the interview process to
capture the responses of the participants who agreed to take part in this study. The two
recording devices were an electronic recorder and written notes. The interview was
recorded using the researcher’s mobile phone, with additional notes taken by hand as
needed. The interview recordings were submitted to an electronic transcription system,
Temi.com. Upon completing all interviews, the transcribed interview responses were
uploaded into qualitative data analysis software NVivo. Qualitative data that were
collected and transcribed were stored in the researcher’s locked home and passwordprotected computer. Individual records will be maintained in the password-protected
computer and will be destroyed 3 years following the publication of the study.
Data Analysis
This study was conducted using a mixed methods explanatory research design. In
an explanatory research design, data are collected using both quantitative and qualitative
approaches. The first step in the data analysis using an explanatory research design is
collecting and analyzing quantitative data and then collecting additional qualitative data
to further explore the findings. The final analysis of a mixed methods research design is
a summary of the findings that emerged from both quantitative and qualitative data. The
triangulation of data through quantitative and qualitative data collection platforms
increases the credibility of the study.
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Quantitative Data Analysis
The qualitative data were collected for this study through survey questions. The
survey questions developed for this study were original questions developed as a part of
the thematic group of peer researchers with the support of faculty chairs. The survey
questions were provided to participants who volunteered to provide input for this study.
Responses collected through the survey were downloaded and studied using descriptive
statistical analysis such as mean, median, mode, and standard deviation.
Qualitative Data Analysis
The qualitative data for this study were collected through interviews with
exemplary chief nurse executives. Participants agreeing to provide input for this study
were invited to a personal virtual meeting room where they were solicited for strategies
that they use to create a culture of inclusiveness using the study’s theoretical framework.
The interview data were collected and transcribed electronically through a confidential
transcription service. Upon completion of the transcription, the interview notes were
provided to the participants to review their responses for accuracy.
McMillan and Schumacher (2010) described qualitative analysis as a “systematic
process of coding, categorizing, and interpreting data to provide explanation of a single
phenomenon of interest” (p. 367). To analyze the transcribed interview notes, the
responses to the questions were evaluated in order to identify patterns. The patterns of
responses were organized into themes and categories with the support of the electronic
software NVivo. With the use of the NVivo software, coding of the data was completed
to provide examples for the corresponding themes including the sources of data and
frequency of occurrence. To maintain the reliability of the qualitative data, peer
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researchers completed intercoder reliability for 10% of the data with the requirement of
80% minimum agreement. The final report in a qualitative study is a narrative
interpretation of the study’s findings.
Limitations
The study’s limitations describe areas that may negatively influence the results of
the research’s ability to be generalized (Roberts, 2010). Every study has some
limitations; it is critical for the researcher to outline potential limitations and identify
strategies to mitigate them. For this study, sample size, geography, researcher bias, and
time were considered for the research’s potential influence.
Exemplary Criteria Self-Reporting
Criteria for being an exemplary leader were developed as a part of the thematic
group of researchers. The primary source of validating exemplary criteria compliance
was through self-reporting by the chief nurse executives. Relying on the self-reporting of
criteria met was a potential limitation of this study. A strategy to ensure that at least four
of the six criteria were met was to solicit expert advice when available, and to review
publicly published artifacts for alignment for the chief nurse executives.
Sample Size
A critical potential limitation of a study was the sample size. The sample size
describes the number of participants in a research study (McMillan & Schumacher,
2010). The sample size is a critical consideration of the study’s limitations as it may
influence the generalizability of the study (McMillan & Schumacher, 2010). Moreover,
the sample size may influence the researcher’s ability to identify statistical significance
with the study’s findings (McMillan & Schumacher, 2010).
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For this research, a purposeful sampling method was selected to ensure that data
collection was aligned with the study’s delimitations. A purposeful sampling method
ensures that the study participants are representative or informed about the topic of
interest (McMillan & Schumacher, 2010). For this study, 18 exemplary chief nurse
executives who met at least four criteria defined by this study were collected for the
survey and six for interviews. Because of the sample size, generalizability may be a
limitation of this study.
Geography
Physical distance is a critical limitation that may influence sample participation in
a study requiring an evaluation of its influence in the study’s findings (Roberts, 2010).
With extenuating circumstances of the study facilitated during a pandemic that required
physical distancing, the geographical distance was not considered a limitation of this
research with the support of electronic data collection strategies.
Researcher Bias
A limitation of this study was the potential for researcher bias. As people
develop, they begin to form values, beliefs, and perspectives. These foundations are
ingrained in thoughts and behaviors and may influence one’s decisions even if done
subconsciously. Biases are influencing even minor decisions and behaviors. Research
bias is inherent in the qualitative study because the researcher’s lived experiences are
included in their processing. Researcher bias is often unconscious; however, it can have
a significant influence on the study’s findings (Codington-Lacerte, 2018). A critical
component of qualitative research is identifying examiner bias and focusing on reducing
the impact on the study’s findings. While bias elimination may not be possible, this
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researcher’s goal was to bring the influencing predispositions to the surface and address
their impact.
Time
Chief nurse executives have extensive responsibility, including patient and
employee safety. Under normal circumstances, chief nurse executives face many
competing demands of the operation. During a pandemic, the chief nurse executives are
even more challenged with the availability of time. Understanding the limitations of the
chief nurse executive’s availability of time, interview sessions were held based on the
leader’s calendar.
Summary
The purpose of this study was to identify and describe the leadership strategies
that exemplary chief nurse executives use in acute care hospitals located in Southern
California to create an organizational culture of inclusiveness using Kennedy’s (2008)
five leadership qualities of cultural differences. To conduct this research, a sequential
explanatory mixed methods research design was selected to first collect numerical data
followed by more descriptive data in order to further identify and describe the exemplary
leaders’ strategies. This study was conducted as a part of a thematic group of 10
researchers investigating diverse sample populations.
Chapter III of this study described the research purpose, questions, and design.
This chapter also contained a discussion of the study population, sampling frame, and
sample. Additionally, Chapter III provided a detailed description of the study’s
instrumentation, including the development of instruments as a part of the thematic group
of researchers in partnership with faculty chairs. In this chapter, validity and reliability
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were evaluated, including the results of field-testing of the instruments. Moreover, this
chapter described the data collection methodology and analysis of both quantitative and
qualitative data based on the research design. Finally, this chapter highlighted the
limitations of the research, including mitigating strategies to reduce the impact of the
study’s findings. Chapter IV provides a detailed description of the findings. Chapter V
outlines the major findings, conclusions, and recommendations for future research.
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CHAPTER IV: RESEARCH, DATA COLLECTION, AND FINDINGS
Overview
This study identified and described the strategies that exemplary chief nurse
executives use to create a culture of inclusiveness in acute care hospitals in Southern
California. The theoretical framework utilized for this study was based on Kennedy’s
(2008) Putting Our Differences to Work: The Fastest Way to Innovation, Leadership, and
High Performance. The author identified five qualities that are believed to lead to a
culture of inclusiveness while managing diverse groups (Kennedy, 2008). Kennedy
described the five leadership qualities of cultural differences as (a) “makes diversity an
organization priority,” (b) “gets to know people and their differences,” (c) “enables rich
communication,” (d) “holds personal responsibility as a core value,” and (e) “establishes
mutualism as a final arbiter” (pp. 35–39).
Chapter IV begins with a brief introduction, which includes a reiteration of the
purpose statement and research questions. This chapter also provides a highlight of the
study methodology, specific population, and sample. Additionally, this chapter contains
demographic data for this study. Chapter IV presents data analysis and summary. This
chapter also provides key findings based on the data analysis.
Purpose Statement
The purpose of this sequential explanatory mixed methods study was to identify
and describe the leadership strategies that exemplary chief nurse executives use in
inpatient acute care hospitals located in Southern California to create an organizational
culture of inclusiveness using Kennedy’s (2008) five leadership qualities of cultural
differences.
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Research Questions
1. What strategies do exemplary chief nurse executives use to make diversity a priority?
2. What strategies do exemplary chief nurse executives use to get to know people and
their differences?
3. What strategies do exemplary chief nurse executives use to enable rich
communication?
4. What strategies do exemplary chief nurse executives use to make personal
responsibility a core value?
5. What strategies do exemplary chief nurse executives use to establish a mutualism as
the final arbiter?
6. What do exemplary chief nurse executives perceive as the most important advantages
of creating an organizational culture of inclusiveness?
Research Methods and Data Collection Procedures
This study was completed as a part of a thematic group of 10 peer researchers and
four faculty chairs. Based on the thematic groups’ collective agreement, this study’s
research design was a sequential explanatory mixed methods study. A mixed methods
research design was most appropriate to answer the research questions. As a part of the
mixed methods study, a sequential explanatory design was selected to collect quantitative
data first and then qualitative data to further explore the numerical results.
For this study, quantitative and qualitative instrumentation were developed to
identify and describe the strategies that exemplary chief nurse executives used to create a
culture of inclusiveness. The first method of data collection, based on the study design,
was numerical through a survey. The interview followed the protocol and questions that
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the thematic group developed collectively. Six interviews were conducted that lasted
from 35 to 75 minutes each with an average length of interview of 49 minutes.
Population
A study population is a group who meets the specific criteria, which are different
from those of other groups (Creswell & Creswell, 2018; McMillan & Schumacher, 2010).
The specific criteria are shared within the group, which allows a study to make
generalized findings of the results (McMillan & Schumacher, 2010). For this study, the
population was 415 chief nurse executives in 422 acute care hospitals in California
(California Department of Public Health, 2018; Kassab, 2019).
Sample
According to McMillan and Schumacher (2010), sampling is selecting a “group of
individuals from whom data are collected” (p. 129). Similarly, Patton (2015) defined a
sample as a subset of the target population or sampling frame representing the whole
population. A nonprobability sampling method was selected to identify and describe the
strategies utilized by the chief nurse executives of acute care hospitals. A nonprobability
sampling method allows the researcher to select a specific sample that meets the
boundaries of the study (McMillan & Schumacher, 2010). To ensure that data collection
is aligned with the purpose and research questions of this study, a purposeful sampling
method was selected.
Eighteen exemplary nurse executives who met the criteria for the study were
invited to participate in the numerical data collection with the use of SurveyMonkey
(Appendix D). From the 18 collected survey responses, the first six leaders who showed
interest in participating in the qualitative data collection were invited to a semistructured
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virtual interview (Appendix G). Participants of this study were given the criteria for
exemplary and asked to self-report qualification to be a part of this research. To
participate in this study, chief nurse executives must have met at least four of the
following criteria as defined by the thematic group for exemplary:
• The chief nurse executive participates in organizational and community activities
involving diverse individuals.
• The chief nurse executive demonstrates evidence of leading a culturally inclusive
organization.
• The chief nurse executive has a minimum of 5 years of experience in the profession.
• The chief nurse executive has had articles, papers, or materials written, published, or
presented at conferences or association meetings about cultural inclusion.
• The chief nurse executive has received recognition by his or her peers as a leader who
gives respect to all people.
• The chief nurse executive has a membership in professional associations in his or her
field.
Instrumentation
This researcher was part of a thematic group of peer researchers completing their
dissertations as a collective group. For this study, the thematic group, guided by
university faculty chairs, developed quantitative and qualitative instruments. For the
quantitative instrument, a survey was developed with structured questions using
SurveyMonkey. For the qualitative instrument of the study, the thematic group
developed semistructured, open-ended interview questions aligned with the theoretical
foundation of Kennedy’s (2008) five leadership qualities of cultural differences. As a
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thematic group of researchers, reliability and validity were completed for quantitative and
qualitative instrumentation.
Reliability
Roberts (2010) noted that “reliability is degree to which [the] instrument
consistently measures something from one time to another” (p. 151). There are multiple
ways to conduct reliability testing to ensure that the instrumentation is consistent
(Salkind, 2017). The thematic group of peer researchers developed the interview
questions, the protocol, and the survey questions, which were field-tested, and feedback
from the group’s findings was considered to enhance the study’s reliability. Statistical
analysis was completed to conduct internal reliability of the survey instrumentation from
the field-testing.
Additionally, to maintain the reliability of the qualitative data, peer researchers
completed intercoder reliability for 12% of the data with the requirement of 80%
minimum agreement. For this study, intercoder reliability and internal reliability were
utilized. One peer researcher served as the independent coder in order to ensure the
coding and accuracy of themes. The peer researcher in the thematic group coded one
interview, which was 35 minutes, with 86% agreement between the researchers.
Validity
Validity describes the degree to which an instrument or tool measures what it is
intended to assess (Salkind, 2017). Patton (2015) noted that instrument validity is based
on “careful instrument construction to ensure that the instrument measure what it is
supposed to measure” (p. 22). In order to ensure that the study instrumentation measured
what it was intended to, the study definitions of each of the variables of the framework
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were utilized when developing survey and interview questionnaires. The instruments
were field-tested and discussed with the thematic group of researchers and faculty chairs.
Modifications to instrumentation tools were made for content validity.
Demographic Data
Table 1 describes the demographic data for the participants of this study. The
exemplary chief nurse executives were assigned a number to protect the confidentiality of
the individuals and their organizations.
Table 1
Study Participant Demographic Data
Study
participant
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18

Total years in
current position
4.0
17.0
1.5
6.0
21.0
4.0
7.0
16.0
17.0
< 1.0
11.0
6.0
19.0
26.0
11.0
4.0
22.0
4.0

Gender
Female
Female
Female
Female
Female
Male
Male
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female

Age range
61–70
61–70
61–70
61–70
41–50
51–60
51–60
51–60
61–70
51–60
61-70
41–50
51–60
51–60
51–60
41–50
61–70
51–60

Ethnicity
White
White
African American
White
White
White
Native Hawaiian/Pacific Islander
White
White
Hispanic/Latin
White
Hispanic/Latin
White
White
White
Filipino
White
Asian/Asian American

Of the 18 participants of this study, 16 were female and two were male. The
average years in the current position were 10.9 with a range of 7 months to 26 years.
Three of the study participants identified themselves in the age range of 41–50. Eight
participants identified themselves in the age range of 51–60. Finally, seven participants
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identified themselves in the age range of 61–70. The ethnic demographic included a
diverse representation of at least one participant in each ethnic category of African
American, Asian/Asian American, Filipino, Hispanic/Latin, Native Hawaiian/Pacific
Islander, and White. The participants of this study included a diverse ethnic background
with 30% of the participants from ethnically underrepresented, non-White population.
Presentation and Analysis of Data
This study utilized mixed methods research, which includes both quantitative and
qualitative data. This section provides findings for quantitative and then qualitative data
collection for the strategies that exemplary chief nurse executives use to create a culture
of inclusiveness. Data collection for this study was in the form of an electronic survey
and virtual face-to-face semistructured interviews.
Data Analysis
Based on a sequential explanatory research design, quantitative data were
collected first through the use of the electronic survey instrument SurveyMonkey. The
survey data collected included the chief nurse executive’s demographic information. The
survey instrument also solicited the participants to identify strategies they have used to
create a culture of inclusiveness.
Responses from the survey were downloaded into an Excel spreadsheet. The
researcher verified that all participants indicated their agreement with the informed
consent. For this study, 19 participants attempted the quantitative data with 18 completed
responses and one incomplete response. The incomplete response was eliminated from
the data analysis as the participant only attempted to respond to the demographic criteria
and not to the survey questions. The survey responses were recorded with usable
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numerical value of 6 (agree strongly), 5 (agree moderately), 4 (agree slightly), 3
(disagree slightly), 2 (disagree moderately), and 1 (disagree strongly).
Upon completing the survey, the participants who showed interest in being further
interviewed were asked to participate in a virtual face-to-face semistructured interview.
Because of the COVID-19 pandemic requiring physical distancing, the interviews
conducted for this study were through the use of electronic meeting systems such as
Zoom or the participant’s preferred platform. The interview recordings were submitted
to an electronic transcription system, Temi.com. Participants who requested a copy of
the transcript were provided a copy for verification. Transcribed interviews were
analyzed using NVivo software to code the data. With the NVivo software support, the
themes that emerged were organized based on the frequency of occurrence, and specific
examples were provided as supporting evidence.
Research Question Results
Quantitative Data Results
Based on the sequential mixed methods research design, quantitative data were
collected first for this study. The instrumentation used to collect quantitative data was
through SurveyMonkey questions (Appendix D) developed by the thematic group with
the support of faculty chairs, which were field-tested. The survey questions were
solicited for the exemplary leaders to identify the strategies they use to create a culture of
inclusiveness. The same survey questions were used by the 10 researchers soliciting
feedback from a diverse sample.
For this study, 19 participants attempted the quantitative data with 18 completed
responses and one incomplete response, leading to a 94.7% completion rate. The survey
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responses were collected through SurveyMonkey and downloaded into Excel for
analysis. The responses were statistically analyzed using mean, median, mode, standard
deviation, minimum, and maximum for each item group (Appendix N). The exemplary
chief nurse executives identified overall positive ratings for creating a culture of
inclusiveness. Table 2 presents the summary of the survey responses related to
Kennedy’s (2008) five leadership qualities of cultural difference. The data presented are
organized based on the leadership quality of cultural difference from the highest to the
lowest average. Based on the exemplary chief nurse executives’ feedback on the survey,
all five qualities of cultural difference are identified as critical qualities that most
participants ranked positively with the survey items.
Table 2
Summary of Survey Responses
Avg.
score

SD

Mdn

Mode

Min

Max

Enable rich communication

5.9111

0.2862

6

6

5

6

Know people and their differences

5.8778

0.3619

6

6

4

6

Mutualism as a final arbiter

5.8333

0.4306

6

6

4

6

Diversity as an organizational
priority

5.8222

0.4390

6

6

4

6

Personal responsibility as a core
value

5.7889

0.4619

6

6

4

6

Five qualities

Enable rich communication. The exemplary chief nurse executives identified
enabling rich communication as the highest ranked quality with an overall average score
of 5.91. The high average was identified based on 91.11% of the participants identifying
agree strongly and only 8.89% as agree moderately with the survey questions. This
finding led to an overage standard deviation of 0.29. The exemplary chief nurse
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executives unanimously agreed strongly with creating a culture in which people feel safe
to share controversial ideas leading to the highest communication strategy. The leaders
rated “remain open to feedback to develop deeper understanding of different
perspectives” as the lowest rated survey item of enabling rich communication, yielding
5.83 out of 6.
Know people and their differences. The second highest ranked quality
identified by the exemplary chief nurse executives was knowing people and their
differences, which had an overall average score of 5.88 and a standard deviation score of
0.36. Based on the leaders’ feedback, the highest ranked survey item was “intervene
when intolerance is presented” with an average score of 5.94 with 17 of the 18
participants identifying this area with agree strongly. Conversely, the leaders identified
“listening without judgment” as the lowest survey item with an average of 5.83 and a
standard deviation of 0.51.
Mutualism as a final arbiter. The exemplary chief nurse executives rated high
in establishing mutualism as a final arbiter with an average score of 5.83 and a standard
deviation of 0.43. The leaders identified “encouraging new ideas that benefit all
stakeholders” as the highest-ranked survey item with a unanimous agree strongly rating.
However, the leaders identified “leading with intentional collaboration where no one is
placed at risk” as the lowest ranked item with an average rating of 5.61 and a standard
deviation of 0.70.
Diversity as an organizational priority. Based on the 18 exemplary chief nurse
executives’ survey responses, diversity as an organizational priority was overall
positively ranked. The leaders’ feedback yielded an average score of 5.82 out of 6.00,
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with an overall average standard deviation of 0.44. The highest ranked item under
diversity as an organizational priority was “take personal responsibility for inclusion of
all people,” with a 94.44% agree strongly feedback with an average score of 5.94 and the
smallest deviation of 0.24. The lowest scored survey item was “providing coaching to
develop talent,” which had an average score of 5.72 with the highest standard deviation
score of 0.67.
Personal responsibility as a core value. Personal responsibility as a core value
was ranked the lowest among the exemplary chief nurse executives. The leader’s overall
average for personal responsibility as a core value was 5.79 out of 6.00 with a standard
deviation of 0.46. Within the survey items, the leaders unanimously agreed strongly with
“taking ownership of personal behavior that supports respect of others,” yielding a 0.0
standard deviation among the participants. The lowest scored item in the survey yielded
an average score of 5.33, with only 44.44% of the participants agreeing strongly with
“the importance of diversity is shown in organizational hiring practices.” This item also
had the largest standard deviation of 0.69.
Quantitative data summary. The quantitative data presented were based on
survey responses from the sample of 18 chief nurse executives who met the study criteria
for being exemplary. Based on the data presented from the survey responses, the
exemplary chief nurse executives identified a small variation between the five leadership
qualities of cultural difference as defined by Kennedy (2008). The participants of this
study ranked all of the five leadership qualities high with mean, median, and mode,
identifying the importance of each of the qualities in creating a culture of inclusiveness in
the acute care hospital.
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Qualitative Data Results
Qualitative data were collected using semistructured interviews and protocol
developed by the thematic group of researchers with the support of faculty chairs
(Appendix G). The interview questions were developed to further gather information to
identify and describe the strategies that the exemplary chief nurse executives in Southern
California use to create a culture of inclusiveness using Kennedy’s (2008) five qualities
of cultural differences. The qualities Kennedy described are (a) “makes diversity an
organization priority,” (b) “gets to know people and their differences,” (c) “enables rich
communication,” (d) “holds personal responsibility as a core value,” and (e) “establishes
mutualism as a final arbiter” (pp. 35–39).
The interviews were recorded with the participants’ consent and transcribed and
analyzed with the use of NVivo software. Upon review of the data collection, common
themes were presented with the support of the interviews. The themes identified were
narrowed down to answer the research question and the number of responses from the
participants. Figure 4 indicates the number of the themes for the research question
organized by the highest number of themes for each leadership quality of cultural
difference. Figure 5 indicates the number and percentage of frequency for the five
qualities of cultural difference organized by the highest occurring quality.
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Theme Count
6

No. of Themes

5

4

3

2

1

0
Diversity a Priority

Personal
Responsibility

Know People

Rich
Communication

Mutualism as the
Final Arbiter

Five Qualities of Cultural Difference

Figure 4. Identification of the number of themes for each research question.

Five Qualities of Cultural Difference
Rich Communication,
70, 19%

Know People , 80,
22%

Mutualism as the
Final Arbiter, 70,
19%

Personal
Responsibility, 73,
20%
Diversity a Priority,
72, 20%

Figure 5. Number and percentage of frequency for the five qualities of cultural difference.
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The frequency refers to the number of times the theme was identified during the
interviews of the six exemplary chief nurse executives. The quality with the highest
frequency identified by the exemplary chief nurse executives was knowing people and
their differences, which yielded 80 occurrences and led to 22% of the data coded. The
second highest quality was personal responsibility as a core value, with 73 occurrences
leading to 20% of the data coded. Diversity as an organizational priority yielded 20% of
the coded data with a frequency of 72. Rich communication yielded 19% of the data
coded with a frequency of 70. Finally, mutualism as the final arbiter was coded 19%
with a frequency of 70. The themes identified below led to the highest frequency for
each of the five leadership qualities of cultural difference. The themes presented led to at
least 50% of the coded data, with greater than two variances from the lower produced
theme.
Research Question 1. What strategies do exemplary chief nurse executives use
to make diversity a priority? Diversity as an organizational priority is an intentional
action to embrace individuals’ unique differences, perspectives, and talents as an
identifier for organizational success (Kennedy, 2008; Winters, 2015).
The exemplary chief nurse executives were solicited to provide strategies to make
diversity a priority using semistructured interviews. Table 3 lists the themes identified
for diversity as an organizational priority based on the six exemplary chief nurse
executives’ interview responses. The table includes the frequency of occurrence for each
of the identified themes. Themes emerging for the leadership quality of diversity as an
organizational priority led to 20% of the coded data.
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Table 3
Diversity as a Priority
Theme

Number of
respondents

Interview
sources

Intentionally encouraging diverse perspectives

6

26

Role model an inclusive behavior

4

13

Strategic plan to include diversity

4

13

Note. The N for interview participants was 6.

Intentionally encouraging diverse perspectives. The theme that occurred among
all six participants and yielded the highest frequency was intentionally encouraging
diverse perspectives. All six of the interviewed participants identified that they are
purposeful in inviting diverse perspectives for a frequency of 26 times. The exemplary
chief nurse executives identified intentionally encouraging diverse perspectives as a
critical factor when approaching new ideas, including implementing a change initiative.
Participant 3 identified that encouraging diverse ideas is critical because “everybody
comes with different education different backgrounds. So, it’s great to get that feedback
from them.”
Participant 1 identified that intentionally encouraging diverse perspectives creates
an environment in which individuals are willing to share their ideas. Several participants
identified that they purposefully solicit diverse ideas as different perspectives bring rich
value to decisions being made. Participant 5 stated, “I think you would want to make
sure that you’re using this, their strengths as in their diversity as a tool for enhancing your
goals and meeting your goals for the organizations.”
Role model inclusive behavior. The next highest identified strategy for making
diversity an organizational priority was role modeling inclusive behaviors. The theme of
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role modeling the behavior was presented in four of the six interviews with a frequency
of 13 times. The leaders identified that a critical component in making diversity an
organizational priority is by being a role model and practicing inclusive behaviors.
As a leader of the nursing units, the chief nurse executives shared that they set
expectations for the frontline staff through modeling the behavior. Participant 1
identified that when others observe the inclusive behaviors and see the successful
outcomes, they are more likely to adopt them and repeat them in future interactions.
Participant 5 identified that role modeling culturally intelligent behavior is critical and
highlighted that “by role modeling that, it creates a bigger impact on the people on your
organization.” Finally, Participant 4 added that “modeling that behavior is that just sort
of comes naturally.”
Strategic plan to include diversity. Tied for the second highest occurring themes
for the quality of making diversity an organizational priority was having a strategic plan
to include diversity, which was shared among four of the six interviews for a frequency
of 13 times. The exemplary chief nurse executives identified that being inclusive must
extend beyond theory to be included in the organization’s strategic plan. Participant 4
shared that developing a strategic plan that includes diversity and inclusion will become a
standard of practice versus “just talking about the latest thing.” Participant 3 shared that
during her time as a chief nurse executive, she has urged diversity and inclusion in her
hospital and has also asked the health care system to amend job descriptions and job
recruitment to include diversity and inclusion.
The leaders further identified that the organization’s history and goals might
provide a starting point for developing an inclusive organization. Multiple exemplary
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chief nurse executives noted that alignment with the organization’s mission, vision, and
values could support the development of a strategic plan to incorporate inclusion.
Participant 2 noted,
I think our mission, our mission, vision, and values are important. You know,
our, our mission statement talks about extending the healing ministry [for] people,
and that’s continually improving the health and the quality of life of the
communities we serve. And then you have all of the living, our values every day
of all of our values. So, making sure compassion, dignity, justice, excellence, and
integrity is without any actions of everyone. And that is how, as a leader, we
make sure that we are the example to others and that we’re educating new
caregivers as they come on and making sure that all of our caregivers are, are
adhering to our badges.
Research Question 2. What strategies do exemplary chief nurse executives use
to get to know people and their differences? Knowing people and their differences is
intentionally developing deep knowledge, expertise, and empathy about diversity through
curiosity, experiences, and daily practice (Hesselbein & Goldsmith, 2009; Kennedy,
2008; Travis et al., 2019).
When analyzing the exemplary chief nurse executives’ interviews, knowing
people and their differences was identified as the second highest quality of cultural
differences based on the coded data. The leaders identified critical strategies in getting to
know their employees, which led to 22% of the coded data. Table 4 identifies the themes
that emerged along with the frequency of occurrence during the interviews.
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Table 4
Know People and Their Differences
Number of
respondents

Interview
sources

Embracing interactions with others

6

28

Seeking to understand

6

25

Theme

Note. The N for interview participants was 6.

Embracing interactions with others. Embracing interactions with others was
identified as the highest coded theme of the quality knowing people and their differences.
All six of the interviewed participants identified embracing interactions with others as a
strategy with a frequency of 28. More than one participant identified that getting to know
people and their differences begins with being open to interactions from the start of the
nurses’ career. Multiple chief nurse executives shared that they take the time to meet
new-hire employees during the onboarding. The leaders shared that meeting the new
hires during the onboarding process is critical to begin a personal connection with the
employees.
While working in the hospital, the exemplary chief nurse executives identified
that they embrace interactions with others by participating in activities. Participant 3
identified that embracing interactions means sometimes going outside of the hospital
facility. She shared that embracing interactions sometimes means going outside of the
individual’s comfort and “going to those activities like softball and baseball because you
connect . . . on a personal level.” Participant 1 shared that prior to COVID, she would
open her home for her nursing leaders to join her at her house for team building. Other
leaders shared that while adhering to physical distancing, they have continued to embrace
interactions by sharing meals with the frontline staff. The leaders shared that these
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interactions supported the staff to see the chief nurse executives as leaders and
individuals who could connect with and share ideas.
Seeking to understand. The second highest emerging theme for knowing people
and their differences was seeking to understand. All six of the exemplary chief nurse
executives discussed seeking to understand as a strategy for getting to know people and
their differences with a frequency of 25. The participants highlighted that seeking to
understand begins with understanding one’s preexisting biases. Through the realization
of internal biases, exemplary nurse executives seek to understand by asking questions as
a strategy for getting to know people. Participant 3 shared, “I love asking people
questions like that because I’m just like, you know, I’d like to know and learn from other
people.” Participant 6 identified that she is purposeful in understanding individuals’
responses to her questions but is further reflective “for the message that may not be
spoken, and [I] try to draw out if there’s anything else.”
The exemplary chief nurse executives shared that seeking to understand could be
different based on the situation. For example, Participant 1 identified,
And I’ve also done just surveys which early on because I have a pretty solid team
of people that have been with me a while but, you know, asking them things that
matter to them and how they like to be recognized because there’s some people
that really hate public recognition, and there are others that thrive on it, and it’s
important to know the differences.
Other leaders clarified that seeking to understand was through conversations,
including asking open-ended questions. Participant 4 identified that she solicited her
“unit’s climate” during her reoccurring meetings with her nursing managers, including
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areas requiring additional support. Finally, Participant 3 added that she asks her peers
who may have traveled to different counties to share their experiences and perspectives.
Research Question 3. What strategies do exemplary chief nurse executives use
to enable rich communication? Rich communication is the transfer of information with
the intent to understand the meaning and broaden one’s perspective, resulting in a
personal connection between individuals (Armengol et al., 2017; Daft & Lengel, 1986;
Jensen et al., 2018; Kennedy, 2008).
Through the semistructured, open-ended interview questions, the exemplary chief
nurse executives identified strategies for enabling rich communication. Three themes
emerged from the interviews of the six exemplary chief nurse executives, which led to
19% of the coded data with a frequency of 70. With operations being open 24 hours per
day, the exemplary chief nurse executives highlighted that there is increased complexity
to ensuring that all individuals receive the necessary information. Table 5 provides the
themes and frequency for enabling rich communication based on the coded interviews of
the six exemplary chief nurse executives.
Table 5
Enable Rich Communication
Number of
respondents

Interview
sources

Safe space to share ideas

6

29

Frequent transparent communication practices

6

21

Multiple modes of communication

4

20

Theme

Note. The N for interview participants was 6.
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Safe space to share ideas. The highest coded theme for enabling rich
communication was creating a safe space for individuals to share ideas. All six of the
exemplary chief nurse executives identified creating a safe space to share ideas with a
frequency of 29. The exemplary chief nurse executives discussed that creating a safe
space to share ideas includes ensuring that the communication is at the level that the
intended audience can understand. Multiple participants discussed being conscious of the
audience and tailoring their communication to the same level as the individual.
Participant 6 shared, “I go to whatever level they are so that they can understand how
they can help impact that change.” Participant 2 added,
And then you do it at the level of that person as a nursing leader, you know, often,
you know, you, you create communication that’s specific to people that know
health care language, but you also have to cater the communication to the other
level of people that may be reading yours, your communication.
The exemplary chief nurse executives also shared that creating a safe space for
sharing ideas is supported by providing the frontline staff with different opportunities to
provide feedback. Participant 4 shared that with increased visibility of conducting rounds
on the units, the frontline staff felt comfortable stopping her and the chief operating
officer in the hallways to ask them questions. Participant 5 identified that creating
personal connections is critical. He noted that a “personal connection also . . . means the
employee is not afraid to come up to you.”
Other leaders shared that creating a safe space also included open forum meetings
where employees could ask their desired questions and expect them to be answered.
Participant 4 shared,
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Before town halls, we give staff an opportunity to send us questions online. So
that if they’re burning questions we can prepare for them, and we ask for their
feedback during the meeting if they have questions, anyways we can just dispel
rumors, we do that we give that opportunity.
Participant 3 added that creating a virtual open forum encouraged the employees
to feel comfortable sharing their concerns. The leader identified that the virtual planform
increases the staff’s ease to share their concerns because “you can’t see their picture. So,
I think it just makes them more comfortable to speak up.”
Frequent transparent communication practices. The second most frequent
theme for enabling rich communication was through frequent transparent communication
practices. All six exemplary chief nurse executives identified this theme with a
frequency of 21. This study was completed during a pandemic, which significantly
impacted the health care systems, including many unknown variables leading to increased
anxiety from hospital employees. The exemplary chief nurse executives discussed the
importance of providing frequent updates during the tumultuous times. Though they
were unaware of the future and next steps, they remained open with the frontline nursing
workforce.
For the exemplary chief nurse executives, frequent communication has changed
with the physical restrictions and increased reliance on virtual platforms. While the
frequency varied between hospitals, the participants’ common strategy was holding town
hall meetings to share information with the frontline staff. Participant 4 shared, “We
usually have quarterly town halls.” She added that the town hall meetings “give them
[frontline staff] an opportunity to ask us questions.” Participant 1 said that frequent
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transparent communication is done through routinely scheduled meetings with the
frontline staff. She expanded,
I have an advisory council that I meet with monthly that is made up of frontline
staff from every department in the hospital, and it’s an hour and a half of a safe
zone where they can bring up anything that’s bothering them. I get to
communicate important things from leadership and administration directly to the
frontline staff.
Another platform for frequent transparent communication was identified through
unit huddles and rounding on the units. With the acute care hospitals functioning in
person rather than remotely, frequent transparent communication is done through daily
huddles. Participant 2 disclosed that daily huddles are held in her hospital for every shift
as a platform to share critical information with the staff. Participant 6 added that while
every employee may not be present during the information distribution, she is
very clear about when something needs to be exact, and it needs to be cascaded, I
always preface that to the group I’m meeting with; to say, this is something
important that I want you to be able to cascade to others. So, then I’ll repeat
myself and make sure that is clearly understood.
Multiple modes of communication. The third theme that emerged for enabling
rich communication was through multiple modes of communication. Four of the six
exemplary chief nurse executives identified multiple modes of communication as a
strategy for enabling rich communication with a frequency of 20. The participants
explained that with an operation that is open 24 hours per day and employees with many
different skill levels, different modes of communication are critical in ensuring that
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everyone who may interact with the patients receives the most up-to-date information.
The exemplary chief nurse executives shared that face-to-face communication across the
different shifts through conducting rounds on the units provides effective visibility in
disseminating communication.
Other leaders shared that the multiple modes of communication require them to be
available for the staff based on their preferred communication platform. Participant 4
shared “that staff can communicate; they text us, they e-mail us, they call us, they leave
us messages.” Other leaders shared that multiple modes of communication are done
through various platforms, including communicating through text, rounding on the units,
using office phones, and sending e-mails.
Research Question 4. What strategies do exemplary chief nurse executives use
to make personal responsibility a core value? Personal responsibility as a core value is a
leader’s conscious ownership of his or her actions and the impact he or she has on others
(Kennedy, 2008; Molenmaker et al., 2016; Tausen et al., 2018).
Reflecting on the interview responses from the exemplary chief nurse executives,
five common themes emerged with a total frequency of 73. Based on interview
responses, making responsibility as a core value yielded 20% of the coded data. Table 6
identifies the themes that emerged from the six interviews of the exemplary chief nurse
executives.
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Table 6
Personal Responsibility as a Core Value
Number of
respondents

Interview
sources

Role model the behavior

5

21

Cultivating trusting relationships

6

20

Theme

Note. The N for interview participants was 6.

Role model the behavior. As the nursing department leaders, frontline staff seek
out the chief nurse executives for guidance and expectations. Five of the six participants
discussed role modeling as a strategy for making personal responsibility a core value with
a frequency of 21. The participants shared that verbalizing the desired behaviors is not
enough to influence others. The exemplary chief nurse executives highlighted that
making personal responsibility a core value is most significantly done by modeling the
desired behavior. Participant 5 shared that when the frontline staff sees the leaders
holding themselves accountable and role modeling the behavior, they will respect them
and be influenced to hold themselves accountable. The leaders further noted that role
modeling the behavior in the acute care hospital means that the different shifts also have
access to the nursing leadership team. Participant 1 stated, “I expect my leaders to be
visible, not only to the day shift, but the night shift. If I didn’t come in and do night
shifts, then I’d be just talking like a talking head.”
Another crucial consideration of role modeling the behavior discussed by the
exemplary chief nurse executives was ensuring that what is being asked of the frontline
staff is appropriate to meet the needs of the community being served. Participant 3
understood that her guiding value is to “make sure our patients are well taken care of and
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that the staff are taken care of.” Finally, Participant 1 shared, “I certainly wouldn’t ask
anybody to do anything that I wouldn’t do myself first.”
Cultivating a trusting relationship. The second highest emerging theme for
making personal responsibility a core value was cultivating a trusting relationship. All
six of the exemplary chief nurse executives discussed cultivating trusting relationships in
their interview feedback with a frequency of 20. The leaders shared that cultivating a
trusting relationship will encourage a learning environment in which open dialogue is
fostered. The outcome of the learning environment was noted by Participant 2 to create
opportunities to “learn from that error or mistake, or less than optimal outcome, that you
make things better for the next time.”
Participant 6 said that building a trusting relationship requires a supportive
environment in which individuals have the authority to make decisions. This participant
further noted,
In a lot of our development that we do for our leadership, we share with them
about what is authority and how they can get accountability with their authority,
and you don’t have to always look to the next person to help you make your
decisions. (Participant 6)
Participant 3 shared that cultivating a trusting relationship stems from building
relationships with the caregivers. She explained that “it’s very important to build
relationships with your team and those you work with because, again, if you build a
relationship with them, they’re going to trust you.”
Research Question 5. What strategies do exemplary chief nurse executives use
to establish mutualism as the final arbiter? Mutualism as the final arbiter is where
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everyone benefits, and no one is harmed by the decisions and actions within the team or
organization (Kennedy, 2008). Mutualism establishes trust in organizations through a
deep sense of shared purpose, a thoughtful inspection of each member’s ideas and
interests, and interdependence when performing roles and responsibilities (Harvey &
Drolet, 2006; Mishra, 1996; Rau, 2005).
Mutualism as a final arbiter yielded 19% of the coded data with a frequency of 70
based on the interviews of the six exemplary chief nurse executives. The interview
responses led to three main themes with a secondary theme. Table 7 identifies the themes
that emerged and the frequency for mutualism as a final arbiter.
Table 7
Mutualism as a Final Arbiter
Theme
Establishing shared governance
Encouraging ideas from all stakeholders

Number of
respondents

Interview
sources

6

39

6

21

Note. The N for interview participants was 6.

Establishing shared governance. While the chief nurse executive cannot attend
every meeting or committee event, establishing a shared governance was identified as
strategy to give nursing leaders and frontline staff authority to work collectively toward a
common goal. All six of the interview participants highlighted establishing shared
governance with the highest frequency for this study, with a total frequency of 39. The
exemplary chief nurse executives discussed the importance of creating shared governance
as a strategy of establishing mutualism because this is a platform for the frontline staff to
participate in their preferred committees in which they would be encouraged to share
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their ideas. Multiple participants shared that creating shared governance allowed for
diverse perspectives to be present at the table when decisions were being made in the
organization. Through this process, a subtheme of establishing shared governance was
identified as encouraging ideas from all stakeholders for a frequency of 21 times.
The exemplary chief nurse executives shared that gathering input from the
frontline staff was supported by establishing shared governance in which the stakeholders
are encouraged to share ideas through committee participation. Participant 5 shared that
he encourages ideas from all stakeholders by ensuring “everyone as well as give them
equal airtime.” Participant 6 noted that her strategy was to ensure that all participants
have an opportunity to share their ideas by soliciting input from individuals through a
strategic order of providing feedback. The leader stated that “in many times where I want
to hear from somebody that doesn’t normally have authority, I’ll ask them to give their
opinion first” (Participant 6). Participant 1 shared that when going into a meeting, she
tries not to have all of the answers already prepared to better listen to diverse opinions for
potential solutions. She further explained,
A good leader throws out the challenges to a team, and the more diverse the team,
the better the solutions come forward and out of that you can you know, massage,
a better solution or a better strategy or a better whatever.
Research Question 6. What do exemplary chief nurse executives perceive as the
most important advantages of creating an organizational culture of inclusiveness? A
culture of inclusion is the incorporation of diverse individuals in an environment of
mutual respect and acceptance that recognizes and values their unique contribution to the
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success of the organization (Azmat et al., 2015; Kennedy, 2008; Mak et al., 2014; Tawagi
& Mak, 2015).
Based on the interviews with the six exemplary chief nurse executives, three
themes emerged with a total frequency of 37 for the most important advantages of
creating an organizational culture of inclusiveness. Table 8 identifies the emerging
themes identified by the interview participants of the most important advantages of
creating an organizational culture of inclusiveness.
Table 8
Advantages of Creating an Organizational Culture of Inclusiveness
Number of
respondents

Interview
sources

Positive organizational outcomes

6

18

Meet the needs of culturally diverse patients

5

16

Encourages a respectful and accepting environment

5

15

Theme

Note. The N for interview participants was 6.

Positive organization outcomes. The exemplary chief nurse executives shared
that the most important advantage of creating an organizational culture of inclusiveness
was a positive organizational outcome. All six of the participants identified positive
organizational outcomes as an important advantage with a frequency of 18. The leaders
shared that inclusion will lead to team collaboration, teamwork, retention, and employee
engagement. Participant 6 explained that continued growth requires an inclusive
environment. Participant 4 additionally shared that “if people feel that they’re included,
having your mission, vision, values, it seems almost natural and easy if they feel like
they’re part of something.” She added,
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It goes back to that shared purpose. It’s bigger than us, we may not have the same
political views. We may not practice the same faith. Whatever the case may be,
but I think we can still reach a common ground, so that we can still have that
shared purpose of serving the community.
Finally, Participant 1 stated that she “really believe[s] it’s the only way to effectively
create a positive work environment.”
Meet the needs of culturally diverse patients. The second emerging theme based
on the exemplary chief nurse executives’ interviews was meet the needs of culturally
diverse patients. Five of the six leaders identified meeting patients’ diverse needs with a
frequency of 16. The leaders agreed that meeting the patient’s needs requires an
evaluation of the nursing workforce. Participant 3 shared,
I think when I got into my nurse executive role it, I saw it as an opportunity to
voice that and not only for our members, because especially here in Riverside
County, I would say 60% of our patients are of Hispanic descent. So, I really
used my platform to make sure we’re meeting the health care needs of those
patients.
Multiple exemplary chief nurse executives shared that creating an organizational
culture of inclusiveness will allow all stakeholders to share input in order to improve
patient care. Participant 6 further shared that she is purposeful in gathering diverse
perspectives, including ensuring that “same type of thinking” or “yes people” aren’t the
only representative in a meeting.
Additionally, other leaders shared that the organization’s assessment provided
valuable insight to evaluate that the nursing workforce is representative of the community
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the acute care hospital serves. Participant 6 noted, “So we use some of those data
elements to make sure that we were formulating the right people to care for those that are
seeking our services.”
Encouraging a respectful and accepting environment. Based on the interview
responses from the exemplary chief nurse executives, encouraging a respectful and
accepting environment was the third most important advantage of creating an
organizational culture of inclusiveness. Five of the six leaders identified encouraging a
respectful and accepting environment with a frequency of 15. Participant 6 highlighted
that creating a culture of inclusiveness will make it “much easier to come to work when
you have mutual respect and acceptance.”
The exemplary chief nurse executives noted that during such challenging and
unpredictable times with COVID-19, encouraging a respectful and accepting
environment is even more critical. Participant 2 shared,
It’s easy to depend on each other when things are going well. But I think if you
have that trust and that respect and inclusiveness, you really can get through the
rough time, and we’ve really had. You know, this past year, probably I would
have to say the most challenging time in my 32 years as a nurse to have the fear of
the unknown and have an amazing team that we’ve built here with trust and
respect.
Qualitative summary. The six exemplary chief nurse executives who
participated in the interviews described strategies for each of the leadership qualities of
cultural differences. The leadership quality of knowing people and their differences led
to the highest frequency of the coded data with the strategy of embracing interactions
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with others as the most frequent theme. Personal responsibility as a core value led to the
second highest number of frequencies with the role modeling the inclusive behavior as
the highest emerged theme. Diversity as an organizational priority was the third highest
coded leadership quality of cultural difference with a frequency of 72. The theme of
intentionally encouraging diverse perspectives was the highest identified theme of
diversity as an organizational priority. Enabling rich communication had a frequency of
70 with creating a safe space to share ideas as the highest occurring theme for the
leadership quality of cultural difference. Mutualism as the final arbiter had a frequency
of 70 with establishing shared governance as the highest occurring theme.
Key Findings
The exemplary chief nurse executives participated in this study through both
quantitative and qualitative data collection. Based on the exemplary leader’s feedback,
creating a culture of inclusiveness is critical to leading in an acute care setting. The
following section contains the key findings based on the data analysis of this mixed
methods study.
Quantitative Data Finding
Key Finding 1: Five leadership qualities of cultural difference. The exemplary
chief nurse executives identified the importance of each of the qualities in creating a
culture of inclusiveness in the acute care hospital. The quantitative data’s statistical
analysis produced high average scores for all five of the leadership qualities of cultural
difference as defined by Kennedy (2008). A key finding in the data analysis was that the
median, mode, and maximum score for the five qualities produced maximum results of
agree strongly. The high scores led with a mean of 5.85 for the five leadership qualities,
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with a standard deviation of 0.39. The low variation and exceedingly high scores are
identified as key findings of the five leadership qualities of cultural difference as defined
by Kennedy (2008).
Qualitative Data Findings
Key Finding 2: Knowing people and their differences. Knowing people and
their differences was the highest leadership quality identified by the exemplary chief
nurse executives, yielding 22% of the coded data. The interview participants discussed
strategies for getting to know people and their differences extensively. The exemplary
chief nurse executives highlighted embracing interactions with others and seeking to
understand as the critical strategies to get to know people and their differences.
Key Finding 3: Diversity an organizational priority. Intentionally encouraging
diverse perspectives was identified as a critical strategy for making diversity an
organizational priority. The exemplary chief nurse executives identified intentionally
encouraging diverse perspectives as 36% of the coded data to make diversity an
organizational priority.
Key Finding 4: Enabling rich communication. Exemplary chief nurse
executives identified many strategies for enabling rich communication. The key findings
based on the interview results and survey responses were creating a safe space to share
ideas as a critical strategy in enabling rich communication. All 18 participants who
completed the survey strongly agreed with creating a culture in which people feel safe to
share controversial ideas. Moreover, all six participants who were interviewed identified
a safe space to share ideas as a key strategy for enabling rich communication, which led
to 41% of the coded data for leadership qualities of cultural difference.
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Key Finding 5: Personal responsibility as a core value. Personal responsibility
as a core value yielded one of the highest numbers of themes of leadership qualities of
cultural difference. Role modeling inclusive behavior was the most frequent coded
theme of this leadership quality. The exemplary chief nurses identified personal
responsibility as a core value through role modeling the behavior, which led to 29% of
the coded data in this quality.
Key Finding 6: Mutualism as a final arbiter. From the five leadership qualities
of cultural differences as defined by Kennedy (2008), mutualism as the final arbiter was
the highest coded data of the interviews with a frequency of 39. A key finding is that
through establishing shared governance, all stakeholders will be encouraged to share
ideas.
Summary
The purpose of this sequential explanatory mixed methods study was to identify
and describe the leadership strategies that exemplary chief nurse executives use in
Southern California to create an organizational culture of inclusiveness using Kennedy’s
(2008) five leadership qualities of cultural differences. Based on the sequential
explanatory mixed methods research design, quantitative data were collected first through
surveys followed by qualitative data collection through interviews. For this study, 18
exemplary chief nurse executives completed the SurveyMonkey questions, and the first
six leaders who showed interest in participating in interviews were solicited for
interviews. This chapter provided the study purpose, methodology, and data analysis for
quantitative and qualitative data. Chapter V provides the final summary of this study’s
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findings, unexpected findings, conclusions, implications for action, and future research
recommendations.
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CHAPTER V: FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS
Real change, enduring change, happens one step at a time.
—Ruth Bader Ginsberg
This sequential explanatory mixed methods study identified and described the
leadership strategies that exemplary chief nurse executives in Southern California use to
create an organizational culture of inclusiveness using Kennedy’s (2008) five leadership
qualities of cultural differences. Based on the sequential mixed methods design,
quantitative and qualitative data analysis was completed. The data analysis results of
surveys and interviews led to six major findings and 20 separate themes. Conclusions
were drawn, and recommendations for future study were created based on the major
findings.
Chapter V provides the study purpose, research questions, and summary of
research methodology and data collection. This chapter also provides the population and
study sample. Additionally, major findings, unexpected findings, conclusions,
implications for action, and recommendations for future research are presented in Chapter
V. Finally, this chapter provides the summarization remarks and reflections.
Purpose Statement
The purpose of this sequential explanatory mixed methods study was to identify
and describe the leadership strategies that exemplary chief nurse executives use in
Southern California to create an organizational culture of inclusiveness using Kennedy’s
(2008) five leadership qualities of cultural differences.
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Research Questions
1. What strategies do exemplary chief nurse executives use to make diversity a priority?
2. What strategies do exemplary chief nurse executives use to get to know people and
their differences?
3. What strategies do exemplary chief nurse executives use to enable rich
communication?
4. What strategies do exemplary chief nurse executives use to make personal
responsibility a core value?
5. What strategies do exemplary chief nurse executives use to establish mutualism as the
final arbiter?
6. What do exemplary chief nurse executives perceive as the most important advantages
of creating an organizational culture of inclusiveness?
Research Methods and Data Collection Procedures
This study was completed as a part of a thematic group of 10 peer researchers and
four faculty chairs. This study’s research design was a sequential explanatory mixed
methods study based on the thematic groups’ collective agreement. A mixed methods
research design was most appropriate to answer the research questions. As a part of the
mixed methods study, a sequential explanatory design was selected to collect quantitative
data first and then qualitative data to further explore the numerical results.
For this study, quantitative and qualitative instrumentation was developed to
identify and describe the strategies that exemplary chief nurse executives used to create a
culture of inclusiveness. The first method of data collection, based on the study design,
was numerical through a survey. Eighteen exemplary nurse executives who met the
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criteria for the study were invited to participate in the numerical data collection with the
use of SurveyMonkey (Appendix D). From the 18 collected survey responses, the first
six leaders who showed interest in participating in the qualitative data collection were
invited to a semistructured virtual interview (Appendix G). The interview followed the
protocol and questions that the thematic group developed collectively. Six interviews
were conducted that lasted from 35 to 75 minutes each, with an average length of 49
minutes.
Population
A study population is a group that meets the specific criteria, which are different
from those of other groups (Creswell & Creswell, 2018; McMillan & Schumacher, 2010).
The specific criteria are shared within the group, which allows a study to make
generalized findings of the results (McMillan & Schumacher, 2010). For this study, the
population was 415 chief nurse executives in 422 acute care hospitals in California
(California Department of Public Health, 2018; Kassab, 2019).
Sample
According to McMillan and Schumacher (2010), sampling is selecting a “group of
individuals from whom data are collected” (p. 129). Similarly, Patton (2015) defined a
sample as a subset of the target population or sampling frame representing the whole
population. A nonprobability sampling method was selected to identify and describe the
strategies utilized by the chief nurse executives of acute care hospitals. A nonprobability
sampling method allows the researcher to select a specific sample that meets the study’s
boundaries (McMillan & Schumacher, 2010). To ensure that data collection is aligned
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with the purpose and research questions of this study, a purposeful sampling method was
selected.
For this study, 18 exemplary chief nurse executives were selected to participate in
this study’s quantitative data collection. From the 18 exemplary chief nurse executives
who participated in the quantitative data collection, the first six leaders who showed
interest in participating in the qualitative data collection were invited to a semistructured
virtual interview. Participants of this study were given the criteria for being exemplary
nurse leaders and asked to self-report qualification to be a part of this research. To
participate in this study, chief nurse executives must have met at least four of the
following criteria as defined by the thematic group to be considered exemplary:
• The chief nurse executive participates in organizational and community activities
involving diverse individuals.
• The chief nurse executive demonstrates evidence of leading a culturally inclusive
organization.
• The chief nurse executive has a minimum of 5 years of experience in the profession.
• The chief nurse executive has had articles, papers, or materials written, published, or
presented at conferences or association meetings about cultural inclusion.
• The chief nurse executive has received recognition by his or her peers as a leader who
gives respect to all people.
• The chief nurse executive has a membership in professional associations in his or her
field.
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Major Findings
The purpose of this sequential explanatory mixed methods study was to identify
and describe the leadership strategies that exemplary chief nurse executives use in
Southern California to create an organizational culture of inclusiveness using Kennedy’s
(2008) five leadership qualities of cultural differences. The qualities Kennedy described
are (a) “makes diversity an organization priority,” (b) “gets to know people and their
differences,” (c) “enables rich communication,” (d) “holds personal responsibility as a
core value,” and (e) “establishes mutualism as a final arbiter” (pp. 35-39). It is believed
that the five qualities identified will lead to a culture of inclusiveness while managing
diverse groups (Kennedy, 2008).
As a sequential mixed methods study, major findings were identified through
quantitative and qualitative data analysis. Survey data were collected for the quantitative
data, and interview protocol was used for qualitative data. Quantitative data were
analyzed by downloading survey responses and completing a statistical analysis of mean,
median, mode, minimum, and maximum. Interviews for the qualitative data were
transcribed and analyzed using NVivo software. The following are the major findings
from both quantitative and qualitative data analysis.
Major Finding 1: Need for Culture of Inclusiveness
The five qualities of cultural differences as defined by Kennedy (2008) will lead to
a culture of inclusiveness. As the population becomes more diverse, chief nurse
executives must develop strategies to leverage the diversity in the nursing workforce
(Fowler, 2018). It is recognized that the practitioner’s background influences his or her
work integration; in fact, a culturally diverse nursing workforce has been associated with
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positive patient quality outcomes (Rosseter, 2019). Additionally, there is supporting
evidence that leveraging employees’ diversity will lead to an organization’s overall
success (Weech-Maldonado et al., 2018). However, the challenge is a lack of knowledge
of individuals’ cultural differences and its impact on creating a culture of inclusiveness
(Xiao et al., 2014).
According to Kennedy (2008), creating a culture of inclusiveness will lead to
increased engagement, ownership, and collaboration to create new ideas. Similarly,
exemplary chief nurse executives identified positive responses for the five leadership
qualities of cultural differences. The quantitative data analysis produced minor variations
between each of the five leadership qualities of cultural difference. Additionally, the
survey items’ low standard deviation identified similar positive responses for each of the
items within the five leadership qualities of cultural difference. Moreover, qualitative
data analysis produced similar frequency of themes for the five leadership qualities
defined by Kennedy (2008). Based on the interviews analyzed, the five qualities of
cultural difference were coded with a frequency range of 80 to 70 with an average of 73
themes.
Major Finding 2: Know People and Their Differences
The exemplary chief nurse executives identified that a strategy of knowing people
and differences is through embracing interactions with others. Based on the survey
analysis, 85% of the participants strongly agreed that “embracing interactions with others
from different cultures” is an effective strategy in getting to know people and their
differences. Additionally, based on the interview data analysis, all six participants
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identified embracing interactions with others as a critical strategy in getting to know
people and their differences for data coded with 28 frequencies.
Earley and Ang (2003), pioneer researchers of cultural intelligence (CQ), noted
that getting to know people and their differences requires a leader to understand the
individuals’ cultural differences. More recent literature identified that increased exposure
to different cultures influences an individual’s openness in gaining knowledge and
assimilating to different cultural backgrounds (Adams et al., 2013; Fang et al., 2018;
Ozer, 2020). Similar to the literature, leaders shared that embracing interactions with
others begins with the employee’s initial onboarding. Exemplary leaders also shared that
they are purposeful in interacting with others by participating in activities, including
meetings and off-site team-building events.
Major Finding 3: Enabling Rich Communication
Aligned with the current literature, the exemplary chief nurse executives
identified creating a safe space to share ideas as the most effective strategy in enabling
rich communication. Based on quantitative data analysis, “creating a culture where
people feel safe to share conversational ideas” was rated the highest survey item for
enabling rich communication, with all 18 participants strongly agreeing with this
strategy. The strategy of creating a safe space to share ideas was similarly highlighted in
the qualitative data analysis. All six exemplary chief nurse executives identified creating
a safe space to share ideas as the most critical strategy in enabling rich communication.
The exemplary chief nurse executives shared that creating a safe space to share
ideas is done by tailoring communication to the audience. The leaders shared that
tailoring communication is first done by ensuring that communication is in the language
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that the audience can understand. The leaders shared that language extends beyond
vernacular languages to also include medical terminology. The leaders further shared
that creating a safe space to share ideas requires all health care team members to
understand and feel comfortable with the content in order to enable rich communication.
Moreover, the exemplary chief nurse executives shared that creating personal
connections by getting to know the individual employees will help the leaders create a
safe space to share ideas.
In a complex business environment, Kennedy (2008) urged leaders to develop
rich communication by developing two-way communication and expanding on traditional
information-sharing platforms. Current literature identifies two-way communication as
the effective method of sharing information between employees and leaders (Devi, 2009;
Kassab, 2019; Kennedy, 2008; Lentz Emmons, 2018; Mishra et al., 2014). Two-way
communication is made possible by developing a safe environment to share ideas (Lentz
Emmons, 2018).
Major Finding 4: Personal Responsibility as a Core Value
The exemplary chief nurse executives highlighted role modeling the behavior as a
strategy for providing clear direction to make personal responsibility a core value. The
leaders interviewed for this study shared that it is not enough to verbalize expectations,
but in order to influence others, role modeling the desired behavior is required. Multiple
leaders shared that role modeling the desired behavior as a strategy of encouraging
holding personal responsibility as a core value requires nursing leaders to be present
during all shifts that the employees work in an operation that never closes. It was also
noted that holding personal responsibility by modeling the behavior will ensure that the
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direction provided to the staff is attainable and aligned with the organization’s mission,
vision, and values.
With high stakes of patients’ lives and hospital license on the line, ensuring that
culturally sensitive care is provided is a priority for health care leaders (Ghaferi et al.,
2016; M. White et al., 2017). Multiple researchers believe that in order for health care
professionals to hold personal responsibility as a core value, clear direction is required
from leadership (Friesen, 2018; Savulescu, 2018). Aligned with the current literature, the
exemplary chief nurse executives noted that the strategy of role modeling the behavior
provides clear direction in order to make accountability a core value.
Major Finding 5: Mutualism as a Final Arbiter
The exemplary chief nurse executives who were interviewed for this study shared
that placing the patient’s needs at the core of nursing is supported by developing shared
governance as a strategy of making mutualism as a final arbiter. Establishing mutualism
as a final arbiter builds trust among teams as it predicts others’ future actions to benefit
the team rather than self-interest, thereby creating a win-win situation (Kennedy, 2008;
Rau, 2005). Current literature identifies that placing the patients’ needs at the core of the
nursing work will lead to health care professionals making decisions for the population’s
collective well-being (Gorsky et al., 2006; Ogbolu et al., 2018; Sinkfield-Morey, 2018).
Mutualism establishes trust in organizations through a deep sense of shared
purpose, a thoughtful inspection of each member’s ideas and interests, and
interdependence when performing roles and responsibilities (Harvey & Drolet, 2006;
Mishra, 1996; Rau, 2005). The leaders collectively identified creating shared governance
as a critical strategy for encouraging ideas from all stakeholders with a frequency of 39.
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Based on the interview responses, it is believed that shared governance will provide a
platform for nursing professionals to share input about patient care-related issues.
Additionally, Participant 2 shared that shared governance may extend beyond the nursing
department to other units that may participate in the care team. Exemplary chief nurse
executives who create shared governance and participate in the unit-based team meetings
provide an opportunity for the clinicians to take part in the shared decision-making.
Major Finding 6: Diversity as an Organizational Priority
The exemplary chief nurse executives who participated in this study’s interviews
shared that making diversity an organizational priority is done by intentionally
encouraging diverse perspectives. The leadership quality of making diversity an
organization priority is believed to increase innovation, individuals’ feeling valued, and
pursuit of a shared goal (Kennedy, 2008; Turner, 2018). The 18 survey participants of
this study similarly agreed that making diversity an organizational priority will lead to a
culture of inclusiveness, with survey items summary averaging 5.8 on a 6-point scale.
All six interview participants noted that the strategy to intentionally encourage diverse
perspectives would lead to diversity as an organizational priority with a frequency of 26,
which was 36% of the coded data for this leadership quality.
Unexpected Findings
The exemplary chief nurse executives who participated in this study by providing
feedback to survey and interview instrumentations identified supporting evidence for the
importance of creating a culture of inclusiveness in the acute care hospital. While many
ideas were shared among the participants, an unexpected finding was identified
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comparing the survey and interview responses. Based on data analysis, an unexpected
finding was in hiring practices that reflect an inclusive organization.
Diversity Shown in Organizational Hiring Practices
This study’s unexpected finding was the lowest average item of the survey
response, which was in the leadership quality of personal responsibility as a core value.
The 18 participants who completed the survey via SurveyMonkey identified “the
importance of diversity is shown in organizational hiring practices” as the lowest average
survey item for this study. This finding was unexpected as the exemplary chief nurse
executives shared that a strategy of making diversity an organizational priority was by
developing a strategic plan to include diversity. In particular, Participant 6 shared that
many analyses are done in her organization to ensure compliance with affirmative action
mandates. Participant 3 highlighted that she had escalated concerns of hiring practices to
include inclusiveness with her regional leaders. Participant 5 shared that his organization
conducts routine assessments of diversity in his hospital; thus, the leaders shared
continued opportunities for the hiring practices to reflect an inclusiveness in the hospital.
Conclusions
With a history of systematic (including legislative) influences, creating a culture
of inclusiveness has been challenged in the United States. Specifically, in the acute care
setting, cultural diversity impacts the care provided to patients and their families. While
health care leaders have made positive strides in providing culturally sensitive and
equitable care, much work is still needed in creating a culture of inclusiveness. Drawn
from the major and unexpected finding of this study, conclusions for this study are
provided.
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Conclusion 1
Creating a culture of inclusiveness is an active pursuit and requires routine
conversations in the acute care setting between chief nurse executives and health care
professionals.
Exemplary chief nurse executives identified that routine conversations are crucial
in creating a culture of inclusiveness in the acute care hospital. Literature shows that
current diversity programs are ineffective in long-term success (Shepherd, 2019).
Similarly, the exemplary chief nurse executives identified coaching and development as
one of the lowest scored items in the survey results. Moreover, through interview
discussions, the exemplary chief nurse executives identified that annual diversity training
is not enough for the changing environment. Finally, while the exemplary chief nurse
executives identified that a strategy in creating inclusiveness is developing a diversity
strategic plan, the survey responses shed light on how current hiring practices have
opportunities to increase inclusiveness. The leaders shared that continual discussion is
critical for creating a culture of inclusiveness.
Conclusion 2
It is critical that the chief nurse executives incorporate all five leadership
qualities of cultural difference, as defined by Kennedy (2008), in order to create a culture
of inclusiveness.
According to Kennedy (2008), creating a culture of inclusiveness will lead to
increased engagement, ownership, and collaboration to create new ideas. Other
researchers have identified that leveraging the increased diversity in the employees is a
potential opportunity for health care leaders to create an environment of inclusiveness in
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meeting the needs of the patient’s diverse needs (Maier-Lorentz, 2008; Sinkfield-Morey,
2018). Similar to the literature, the exemplary chief nurse executives shared that creating
a culture of inclusiveness will lead to positive organizational outcomes, meet patients’
diverse needs, and encourage a respectful and accepting environment.
Grounded in this study’s data analysis, the five leadership qualities of cultural
difference, as defined by Kennedy (2008), lead to a culture of inclusiveness. Through
quantitative data analysis, all five leadership qualities of cultural difference were rated
very important, with little variation between them. Additionally, the interviews coded
produced a similar percentage of data coded and frequency, further identifying the critical
need for all five leadership qualities of cultural difference.
Conclusion 3
Chief nurse executives who intentionally encourage diverse perspectives create an
accepting and inclusive environment for their staff and patients.
There are many competing demands, metrics, and measures conflicting for the
same scarce resources within an acute care hospital. Exemplary chief nurse executives
are responsible for managing the operations, including quality patient outcomes, financial
sustainability, and external competition (Bailey & Cardin, 2018; Crawford et al., 2017;
Waxman, 2015). This study’s participants shared that creating a culture of inclusiveness
is critical and will lead to positive organizational outcomes, meeting the patients’ diverse
needs, encourages a respectful and accepting environment. Therefore, making diversity
an organizational priority requires resources to reap the benefits of an inclusive
organization.

146

Organizational success has been associated with the intentional embracing of an
individual’s unique differences, perspectives, and talents (Kennedy, 2008; Winters,
2015). Similarly, the exemplary chief nurse executives who participated in this study’s
interviews shared that making diversity an organizational priority is done by intentionally
encouraging diverse perspectives. Aligned with the literature, the interview participants
identified intentionally encouraging diverse perspectives as a critical factor when
approaching new ideas, including implementing a change initiative. Several participants
identified that they purposefully solicit diverse ideas as different perspectives bring rich
value to decisions being made. The leaders further shared that they are purposeful in
soliciting participation from diverse individuals to gain new perspectives and ideas.
Conclusion 4
To create a culture of inclusiveness, chief nurse executives must take the time to
actively participate in meetings and organization events to understand individual staff
members’ differences.
Effective leadership theories, including transformational leadership, have
highlighted that getting to know individuals and customizing interactions will lead to
increased engagement and employees investing their resources for the business’s success
(Crowley, 2011; Katou, 2015; Mishra, 1996; Northouse, 2016). Getting to know people
requires increased exposure to different cultures (Adams et al., 2013; Fang et al., 2018;
Ozer, 2020). Similar to the literature, the exemplary chief nurse executives identified that
a strategy of knowing people and differences is through embracing interactions with
others.
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Embracing interactions with others was highlighted as one of the survey items of
knowing people and their differences, with 89% of the participants strongly agreeing with
this strategy. Moreover, all six interview participants highlighted embracing interactions
with others as a strategy of getting to know people and their differences. In fact,
Participant 4 shared, “I cannot do my job sitting in my office.” Intentional interactions
with diverse individuals require active participation in meetings, organization events,
including teambuilder activities such as softball (before COVID-19).
Conclusion 5
Chief nurse executives are more effective when they adjust their communication,
including language and content, to create a safe space to share ideas.
The exemplary chief nurse executives identified creating a safe space to share
ideas as the most effective strategy in enabling rich communication. With the
consideration of life and death, effective communication is even more significant in the
health care industry. Current literature shows positive patient outcomes with effective
communication between practitioners and patients (Patel, 2015). Aligned with the
current literature, the 18 exemplary chief nurse executives who participated in this study
unanimously rated “create a culture where people feel safe to share controversial ideas”
as the highest-rated item of the survey questions related to enabling rich communication.
The leaders further highlighted creating a safe space to share ideas during the
interviews, where all six participants shared this as a strategy of enabling rich
communication. The leaders noted that the strategy of creating a safe space to share ideas
means that everyone in their intended audience can understand the information, which
means adjusting the communication with the audience. The leaders also noted that
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creating a safe space to share ideas is done by soliciting feedback and requesting
questions from the employees.
Conclusion 6
When chief nurse executives are visible during all shifts that the practitioners
work, they are able to serve as a role model for the expected behaviors.
Health care professionals have extensive responsibility, including treatment plans
that are a life-and-death decision; therefore, clear expectations are required from
leadership (Friesen, 2018; Savulescu, 2018). Similar to current literature, exemplary
chief nurse executives shared that setting clear expectations is necessary for the acute
care setting. The strategy that was highlighted in providing clear direction was through
role modeling the behavior.
The interview participants of this study highlighted that in an operation that is
open year-round and overnight, role modeling the behavior requires leadership to be
present in the different shifts employees are working. Multiple participants shared being
present and conducting rounds very early in the morning or staying later in order to meet
with different shifts. The leaders additionally shared that the expectations set for the staff
must be attainable. Participant 1 shared, “I certainly wouldn’t ask anybody to do
anything that I wouldn’t do myself first.”
Conclusion 7
When chief nurse executives embrace a shared governance model, they empower
all stakeholders in collective decision-making in order to improve patient and
organization outcomes.
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In an acute care setting with decisions impacting an individual’s life-sustaining
treatment, placing the patients’ needs at the core of decision-making is critical (Gorsky et
al., 2006; Ogbolu et al., 2018; Sinkfield-Morey, 2018). The nursing professionals in an
acute care hospital bring many skills and knowledge in providing lifesaving treatments.
While individual knowledge is essential, sharing knowledge is even more critical (Chen
& Lin, 2013; Wood & Bandura, 1989). Similar to the literature, the 18 exemplary chief
nurse executives who participated in the quantitative data collection identified
“encouraging new ideas that benefit all stakeholders” as the highest-ranked survey item
of strategies for establishing mutualism as a final arbiter.
Expanding on the survey data collection, the exemplary chief nurse executives
interviewed for this study shared that placing the patient’s needs at the core of nursing is
done by developing shared governance. The strategy to develop shared governance is
believed to gather stakeholders to make decisions as a collective patient care team. The
leaders noted that shared governance could extend beyond the nursing professionals to
the entire care team to gather input from diverse perspectives. Moreover, participating in
shared governance allows the clinicians to take part in shared decision-making.
Implications for Action
The United States has had a long history of challenges to meet its population’s
diverse needs (Institute for Diversity in Health Management, 2016a; Umbdenstock,
2013). The unequal treatment and disparity in medical care highlight the importance of
creating a culture of inclusiveness to meet the regulatory mandates and maintain quality
of care (Sinkfield-Morey, 2018). The purpose of this sequential explanatory mixed
methods study was to identify and describe the leadership strategies that exemplary chief
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nurse executives use in inpatient acute care hospitals located in Southern California to
create an organizational culture of inclusiveness using Kennedy’s (2008) five leadership
qualities of cultural differences.
Health care leaders must implement the strategies identified by this study in order
to create a culture of inclusiveness. Based on quantitative and qualitative data reported in
this study, the five leadership qualities of cultural difference, as defined by Kennedy
(2008), must be implemented in the nursing departments in order to have positive
organizational outcomes, meet the patients’ diverse needs, and encourage a respectful and
accepting environment. Adding to the existing body of knowledge, the strategies
identified as a result of this study must be shared with health care leaders to be
implemented in acute care hospitals.
Implication 1
Diversity as an organizational priority must be transparent, including the acute
care hospital’s strategic plan and policies and procedures manuals. Including diversity in
the organization’s strategic plan also means that hiring practices must reflect cultural
diversity as a priority. Including inclusiveness in the policies and procedures will set the
expectations for all employees’ personal responsibility. Additionally, the organization’s
mission and vision should contain an inclusiveness direction. Through setting long-term
expectations, diversity will become an organizational priority versus “just talking about
the latest thing,” as one participant noted.
Implication 2
To get to know the staff and their differences and make diversity an
organizational priority, health care must identify dedicated time for nursing leaders to
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conduct rounds with the frontline staff. As the nursing department leader, chief nurse
executives must schedule routine times for rounding, including blocking time for unit
managers to spend time with the health care professionals. With time given to the
nursing leaders, expectations should be to conduct purposeful rounds with the frontline
staff during the blocked scheduled time. Feedback from the interactions should be made
transparent through communication in shared governance meetings.
Implication 3
Acute care hospitals must create shared governance to include all stakeholders in
decision-making. Health care leaders must intentionally have individuals with diverse
perspectives in the committees to leverage their different ideas and perspectives.
Extending beyond the nursing teams, members participating in the shared governance
should include individuals from all departments who are a part of the care team. Leaders
facilitating meetings should be intentional to solicit feedback from all participants,
including allowing “equal airtime,” as one exemplary chief nurse executive shared.
Finally, the leaders should actively listen during the shared governance meetings for both
spoken and nonspoken feedback.
Implication 4
Presentation of the findings must be shared in nursing conferences held by the
Association of California Nurse Leaders (ACNL). ACNL is a professional organization
for nursing leaders in California. Additionally, ACNL holds education events, including
annual programs, for both members and the community.
The ACNL is committed to providing nurse leaders with resources. The
strategies that were identified by this study will be the resource for nursing leaders to
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create a culture of inclusiveness in the acute care hospital. The members of the ACNL
should implement this study’s strategies in the nursing departments of the hospitals to
create a culture of inclusiveness. These strategies will help the health care leaders gain
positive strides in eliminating the disparities in care by leveraging the diversity in nursing
professionals.
Implication 5
The study results must also be presented during the American Organization of
Nurse Executives (AONE) conference. The AONE has more than 10,000 nurse leader
representatives, which will provide increased opportunities for nursing leaders to
implement the strategies identified by this study. Moreover, the results of this study’s
findings may be published through the AONE website and newsletters in order to extend
the information to the larger audience who may not participate in the annual conferences.
Publishing the strategies identified in this study will provide nursing leaders with the
practical resource to creating a culture of inclusiveness in the acute care hospital. The
additional benefit of publishing in AONE is the organization’s extensive network
reaching beyond California, which will influence long-term change for the industry.
Implication 6
The study’s findings must be shared with the Institute for Diversity and Health
Equality (IFDHE), an affiliate of the American Hospital Association, to be a resource for
health care administrators developing diversity plans. The IFDHE provides forums for
health care leaders for advancing health equality, diversity, and inclusion. The IFDHE
offers a diversity management program certificate, which may include the study’s
findings and provide resources for the case studies presented. Including the strategies of
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cultural inclusiveness in the certificate program will provide practical strategies for the
students to use in their organizations.
Implication 7
Making diversity a routine part of conversations requires engaging the frontline
staff. Leadership development courses should include clinicians working in the acute
care hospital units. Implementing the strategies at the unit level, with the frontline staff’s
engagement, will have the most significant impact on the patients since they primarily
interact with the hospitalized individuals and their families. The strategies identified by
the exemplary chief nurse executives should be included in the succession planning of
frontline staff. As an instrumental leader in the hospital, unit charge nurse training
should also include the strategies identified by the exemplary chief nurse executives to be
implemented in all medical care units.
Implication 8
Extending beyond acute care hospitals, a proposal should be made to include the
strategies identified in this study in the Brandman’s doctoral program. With students
working in many industries, including the strategies identified by this study may
influence larger populations. Brandman’s doctoral course, EDOL 722: Diversity and
Intercultural Aspects of Leadership, guides students to evaluate the influence of culture
and leadership. The strategies identified by this study are practical and can be adopted by
different industries in order to extend beyond acknowledging the influence of cultural
diversity on leveraging differences.
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Recommendations for Further Research
Based on the study’s findings, recommendations are presented for future research.
With increased mandates for providing equitable and culturally sensitive care, continued
research is necessary. The following four recommendations are intended to expand and
provide different perspectives of this study’s findings.
Recommendation 1: Causal-Comparative Research
Further research is recommended to conduct causal-comparative research to
evaluate the strategies shared by the exemplary chief nurse executives compared with
perceptions of individuals with whom they interact. This study’s population was
exemplary chief nurse executives and the strategies they use to create a culture of
inclusiveness among acute care hospitals’ nursing units. Future research through a
causal-comparative research design may provide additional views by considering the
relationship between the exemplary chief nurse executive’s strategies and the employees
working in acute care hospitals. Another opportunity for causal-comparative research is
comparing the identified strategies with the patient’s perceptions, including the treatment
plans to include the patient’s diverse needs.
Recommendation 2: Specialized Hospitals Study
Further research should be done with specialized hospitals in California. The
population studied for this research were all acute care hospitals licensed by the
California Department of Public Health with a general acute hospital classification. The
California Department of Public Health provides licensing and certification to 21 facility
types to include specialized hospitals, which may have different operational needs, and
provide additional strategies. Moreover, within the general acute care facility type,
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additional specializations may be researched in the future, for example, children’s
hospitals and researching parents’ perspectives on the implemented strategies.
Recommendation 3: Integrated Health Care Systems
Future research focusing on a single integrated health care system may provide
additional opportunities for shared resources, thereby requiring further investigation.
With a sample of hospitals throughout five counties in Southern California, this study
included integrated health care systems; however, an integrated health system was not
this study’s focus. Additionally, variation of practices within an integrated health system
may provide an opportunity to review the effectiveness and limitations of strategies.
Recommendation 4: Diversity Outside of California
Another consideration for future study is to replicate this study in areas outside of
California. While diversity has increased in the United States, California is recognized as
a diverse state. Replications of this study in less diverse areas of the United States may
provide perspectives and challenges that largely diverse populations may not have
considered.
Concluding Remarks and Reflections
While extensive documentation identifies disparities and limitations of providing
culturally sensitive care, there are limited resources for exemplary chief nurse executives
in identifying strategies to meet patients’ needs (Institute for Diversity in Health
Management, 2016a; Shepherd, 2019; Umbdenstock, 2013). Additionally, while
managing a large group of diverse employees, there are limited resources on leveraging
the diversity in the employees to meet the needs of patients (Shepherd, 2019; Xiao et al.,
2014). This study provided strategies to create a culture of inclusiveness to leverage the
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diversity with the nursing employees to meet the needs of the patients. This study’s
participants further shared that creating a culture of inclusiveness will lead to positive
organizational outcomes, meeting the patient’s diverse needs, and encouraging a
respectful and encouraging environment. Using Kennedy’s (2008) five leadership
qualities of cultural differences provides exemplary chief nurse executives with practical
strategies for creating a culture of inclusiveness.
As an acute care hospital employee working in the nursing administration for
more than 10 years, I have learned much about compassion, empathy, and love from the
selfless individuals who put others’ needs before theirs. Understanding how incredibly
hard the nursing professionals work and recognizing that nurses select the profession to
care for patients at their most vulnerable state, it is disheartening to see the continued
disparities in care.
This chapter began with a quote by Ruth Bader Ginsberg, “Real change, enduring
change, happens one step at a time.” Practical strategies are needed to meet the patients’
needs above and beyond checking off a box with an annual diversity training program.
Meeting the patients’ needs requires health care leaders to first understand the diverse
needs of the clinicians. As a change agent, I am committed to lifelong learning and
moving one step closer to supporting the transformation of health care.
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APPENDIX B
Sample E-mail Script for Invitation to Participate in Study
Greetings XXXX,
I am a doctoral student researching exemplary chief nurse executives/officers for my
dissertation, and I couldn’t imagine doing a study of exemplary CNOs without asking for
your insight as the leader of XXX Hospital.
In my study, I am seeking to research strategies that exemplary chief nurse
executive/officers utilize to create a culture of inclusiveness. There is significant data
describing continued disparities in care, and I am proposing that the nursing workforce
are the organization's greatest assets to bridge the gap and provide culturally sensitive
care. I know that you are incredibly busy, but with the current climate, it’s never been
more critical to develop strategies to create a culture of inclusiveness and add to the
existing body of knowledge. In my study, I will be conducing survey questions followed
by interviews to gather detail strategies.
RISKS, INCONVENIENCES, AND DISCOMFORTS: There are no major risks to
your participation in this research study. The interview will be at a time and place, which
is convenient for you
ANONYMITY: If you agree to participate in the survey and interview, you can be
assured that it will be completely confidential. No names will be attached to any notes or
records from the survey or interview. All information will remain in locked files,
accessible only to the researchers. No employer will have access to the interview
information. You will be free to stop the survey or interview and withdraw from the
study at any time. You are also encouraged to ask any questions that will help you
understand how this study will be performed and/or how it will affect you. Feel free to
contact the principal investigator, Toloue Aria, at tXXXX@mail.brandman.edu to answer
any questions or concerns you may have. If you have questions, comments, or concerns
about the study or your rights as a participant, you may write or call the Office of the
Vice Chancellor of Academic Affairs, Brandman University, at 16355 Laguna Canyon
Road, Irvine, CA 92618, 949-341-7641.
I look forward to learning from you, and hopefully as a result of this study, providing
resources to get closer to eliminating the disparities in care.
Thank you in advance for your time!
Toloue Aria
Brandman University Doctoral Candidate
Email: tXXXX@mail.brandman.edu
Phone: (XXX)XXX-XXXX
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APPENDIX C
E-mail Script for Data Collection Participate in Study
Greetings____,
Thank you for your interest in participating in my research. For this study, I am collecting
two types of data. The first data will be through an anonymous survey, and if interested,
further exploration with an interview.
In this email you will find:
• Additional details for the study (including definitions)
• Survey link (may take up to 20 minutes to complete)
• Brandman participants’ bill of rights (for your records)
• Informed consent
o I will need your informed consent returned for participation in the
interview.
o The electronic survey will also provide informed consent details.
The link for your survey is:
https://www.surveymonkey.com/r/CulturalInclusiveLeadership
Before proceeding I wanted to share additional details about the study.
The purpose of this explanatory mixed methods study was to identify and describe the
leadership strategies that exemplary chief nurse executives use in inpatient acute care
hospitals located in Southern California to create an organizational culture of
inclusiveness using Kennedy’s (2008) five leadership qualities of cultural differences.
With your help, insight and feedback this study will add to the existing boy of knowledge
in identifying strategies that will be utilized in the future for creating a culture of
inclusiveness. Additionally, the strategies identified by this study may lead health care
systems closer to eliminating the disparities in care and creating a positive environment
for health care workers.
The questions that you will be answering will be guided by the theoretical framework of
Debb Kennedy’s Putting Our Differences to Work: The Fastest Way to Innovation,
Leadership, and High Performance. The following are the definitions used for this stud:
Organizational priority. Diversity as an organizational priority is an intentional
action to embrace individuals’ unique differences, perspectives, and talents as an
identifier for organizational success.
Know people and their differences. Knowing people and their differences is
intentionally developing deep knowledge, expertise, and empathy about diversity through
curiosity, experiences, and daily practice.
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Enables rich communication. Rich communication is the transfer of
information with the intent to understand the meaning and broaden one’s perspective,
resulting in a personal connection between individuals.
Personal responsibility as a core value. Personal responsibility as a core value
is a leader’s conscious ownership of his or her actions and the impact he or she has on
others.
Mutualism as the final arbiter. Mutualism as the final arbiter is where everyone
benefits, and no one is harmed by the decisions and actions within the team or
organization. Mutualism establishes trust in organizations through a deep sense of shared
purpose, a thoughtful inspection of each member’s ideas and interests, and
interdependence when performing roles and responsibilities.
Culture of inclusion. A culture of inclusion is the incorporation of diverse
individuals in an environment of mutual respect and acceptance that recognizes and
values their unique contribution to the success of the organization.
ANONYMITY: If you agree to participate in the survey and interview, you can
be assured that it will be completely confidential. No names will be attached to any notes
or records from the survey or interview. All information will remain in locked files,
accessible only to the researchers. No employer will have access to the interview
information. You will be free to stop the survey or interview and withdraw from the
study at any time. You are also encouraged to ask any questions that will help you
understand how this study will be performed and/or how it will affect you. Feel free to
contact the principal investigator, Toloue Aria, at taria@mail.brandman.edu to answer
any questions or concerns you may have. If you have questions, comments, or concerns
about the study or your rights as a participant, you may write or call the Office of the
Vice Chancellor of Academic Affairs, Brandman University, at 16355 Laguna Canyon
Road, Irvine, CA 92618, 949-341-7641.
I look forward to learning from you, and hopefully as a result of this study, providing
resources to get closer to eliminating the disparities in care.
Thank you in advance for your time,
Toloue Aria, MBA
Doctoral Candidate
Brandman University
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APPENDIX D
Electronic Survey Questions
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APPENDIX E
Brandman Participation’s Bill of Rights
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APPENDIX F
Consent to Record the Interview
Informed Consent
INFORMATION ABOUT: An exemplary mixed methods study of chief nurse executives
on creating a culture of inclusiveness
RESPONSIBLE INVESTIGATOR: Toloue Aria, MBA
PURPOSE OF THE STUDY:
You are being asked to participate in a research study conducted by Toloue Aria a
doctoral student from the School of Education at Brandman University. The purpose of
this explanatory mixed method study is to identify and describe the leadership strategies
that exemplary chief nurse executives use in Southern California to create an
organizational culture of inclusiveness using Kennedy’s (2008) five leadership qualities
of cultural differences.
Your participation in this study is voluntary and will include an interview with the
identified student investigator. The interview will take approximately 60 minutes to
complete and will be scheduled at a time through Zoom virtual meeting or similar
platform based on your preference. The interview questions will pertain to your
perceptions and your responses will be confidential. Each participant will have an
identifying code and names will not be used in data analysis. In addition, participants will
complete an electronic survey using SurveyMonkey. The survey may take approximately
20 minutes to complete. The results of this study will be used for scholarly purposes only.
I understand that:
a. There are minimal risks associated with participating in this research. The
researcher will protect my confidentiality by keeping the identifying codes safeguarded in a locked file drawer or password protected digital file to which the
researcher will have sole access.
b. I understand that the interview will be audio recorded. The recordings will be
available only to the researcher and the professional transcriptionist. The audio
recordings will be used to capture the interview dialogue and to ensure the
accuracy of information collected during the interview. All information will be
identifier-redacted, and my confidentiality will be maintained. Upon completion
of the study, all recordings, transcripts, and notes taken by the researcher and
transcriptionist from the interview will be destroyed.
c. The possible benefit of this study to me is that my input may help add to the
research regarding how chief nurse executives impact a culture of inclusiveness.
The findings will be available to me at the conclusion of the study and will
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provide new insights about the nursing leadership experience in which I
participated. I understand that I will not be compensated for my participation.
d. If I have any questions or concerns about the research, please feel free to contact
Toloue Aria at tXXXX@mail.brandman.edu or by phone at (XXX)XXX-XXXX
or Dr. Greenberg (Committee Chair) at JGXXXXXXX@bramdman.edu.
e. My participation in this research study is voluntary. I may decide to not
participate in the study, and I can withdraw at any time. I can also decide not to
answer particular questions during the interview if you so choose. I understand
that I may refuse to participate or may withdraw from this study at any time
without any negative consequences. Also, the Investigator may stop the study at
any time.
f. No information that identifies you will be released without your separate consent
and all identifiable information will be protected to the limits allowed by law. If
the study design or the use of data is to be changed, you will be so informed and
consent re-obtained. There are minimal risks associated with participating in this
research. If I have any questions, comments, or concerns about the study or the
informed consent process, I may write or call the Office of the Vice Chancellor of
Academic Affairs, Brandman University at 16355 Laguna Canyon Road, Irvine,
CA 92618, (949) 341-7641.
I acknowledge that I have received a copy of this form and the “Research Participant’s
Bill of Rights.” I have read the above and understand it and hereby consent to the
procedure(s) set forth.

___________________________________

Date: ___________________

Signature of Participant or Responsible Party

____________________________________
Signature of Principle Investigator
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Date: __________________

APPENDIX G
Interview Protocol, Questions and Probes
SCRIPT AND INTERVIEW QUESTIONS
Introduction Script
My name is __________ and I’m a doctoral candidate at Brandman University in the
Department of Organizational Leadership. I’m a part of a thematic dissertation team
conducting research to determine what strategies are used by exemplary leaders to create
an organizational culture of inclusiveness.
I want to thank you for expressing your agreement to participate in this interview on
culturally intelligent leadership and for completing the survey prior to this interview.
This interview is intended to explore further information and provide depth to what was
provided in the electronic survey.
As a leader in __________________,you are responsible for providing strategies and
directions that create a positive organizational culture. The purpose of this study is to
identify and describe the strategies that you utilize to create a culture of inclusiveness.
We are framing our research around the five qualities of culturally inclusive leadership as
defined in Debbe Kennedy’s book, “Putting Our Differences to Work”. Those five
leadership qualities are: making diversity a priority, getting to know people and their
differences, empowering rich communication, making personal responsibility a core
value, and establishing mutualism as the final arbiter. Together these qualities are
believed to create an organizational culture of inclusiveness. During this interview,
please feel free to refer to the document sent to you by e-mail that gives specific
descriptions of these qualities.
I am conducting 5 interviews with leaders like you. The information you give, along
with the others, hopefully will provide strategies that exemplary leaders, such as yourself,
have identified to create an organization of inclusiveness that will add to the body of
research currently available.
Incidentally, even though it appears a bit awkward, I will be reading most of what I say.
The reason for this to guarantee, as much as possible, that my interviews with all
participating exemplary leaders will be conducted in the same manner.
Informed Consent (Required for Dissertation Research)
I would like to remind you any information that is obtained in connection to this study
will remain confidential. All of the data will be reported without reference to any
individual(s) or any institution(s).
Did you receive and read the Informed Consent and Brandman Bill of Rights I sent you
via email and do you agree to participate in this research. I need to hear your affirmative
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answer so it is recorded as confirmation of consent to participate. Do you have any
questions or need clarification about either document?
We have scheduled an hour for the interview. At any point during the interview you may
ask that I skip a particular question or stop the interview altogether. For ease of our
discussion and accuracy I will record our conversation as indicated in the Informed
Consent.
Do you have any questions before we begin? Okay, let’s get started, and thanks so much
for your time.
Introduction- Establish a comfortable environment with the interviewee.
INTERVIEW QUESTIONS
Organizational Priority
1. As you reflect about your work as a leader, what are some ways you make
diversity an organizational priority?
Probe: What are some examples?
2. In your role as leader, how do you educate your organization about the
significance of diversity?
Probe: Why do you think that this was effective? worked well?
Personal Responsibility
3. In your role as leader, how have you intentionally incorporated personal
responsibility in your decision making?
Probe: Can you give me an example of a time when that happened and how
behavior changed?
4. As leader, how do you influence others to take personal responsibility as a core
value?
Probe: Give me an example of a time when that happened and how behavior
changed?
Rich Communication
5. What communication strategies do you use to foster a deeper cultural
understanding within your organization?
Probe: Can you share an example?
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6. How do you use communication to develop a personal connection with
individuals?
Probe: Can you share and example?
Know People and their Differences
7. How do you get to know the people in your organization on a personal basis?
Probe: Can you tell me about a time when this worked very well in establishing a
personal connection?
8. How do you interact with people in the organization to gain a better
understanding of their cultural differences?
Probe: Describe some of the things that you do to gain a better understanding?
Mutualism as the Final Arbiter
9. As you think about your work as a leader how are final decisions decided in your
organization?
Probe: How do you engage members of your organization in conversations that
are respectful of all ideas and interests?
10. What do you perceive are the most important advantages of creating a culture of
inclusiveness within your organization?
Probe: Can you give me an example of how this created a culture of inclusiveness
in your organization?
Culture of Inclusiveness
11. In your role as a leader, how have you been able to create a culture of inclusion
within your organization?
Probe: Can you provide an example of what have you implemented to increase
cultural inclusion in your organization
12. In your experience as a leader, in what ways do you believe there are advantages
in creating an environment of mutual respect and acceptance?
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That concludes my questions. Is there anything else that you would like to share at this
time?
“Thank you very much for your time. If you like, when the results of our research are
known, I will send you a copy of my findings.”
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APPENDIX H
Survey Field Test Participants Feedback
SURVEY CRITIQUE BY PILOT PARTICIPANTS
As a doctoral student and researcher at Brandman University your assistance is so
appreciate in designing this survey instrument. Your participation is crucial to the
development of a valid and reliable instrument.
Below are some questions that I appreciate your answering after completing the survey.
Your answers will assist me in refining both the directions and the survey items.
You have been provided with a paper copy of the survey, just to jog your memory if you
need it. Thanks so much.
1. How many minutes did it take you to complete the survey, from the moment you
opened it on the computer until the time you completed it?
2. Did the portion up front that asked you to read the consent information and click
the agree box before the survey opened concern you at all?
If so, would you briefly state your concern
3. Was the Introduction sufficiently clear (and not too long) to inform you what the
research was about?
If not, what would you recommend that would make it better?
4. Were the directions to, and you understood what to do?
If not, would you briefly state the problem
5. Were the brief descriptions of the rating scale choices prior to your completing
the items clear, and did they provide sufficient differences among them for you to
make a selection? ______ If not, briefly describe the problem
6. As you progressed through the survey in which you gave a rating of # through #,
if there were any items that caused you say something like, “What does this
mean?” Which item(s) were they? Please use the paper copy and mark those that
troubled you? Or if not, please check here:
Thanks so much for your help

227

APPENDIX I
Field Test Interview Participant Feedback
Field Test Participant Feedback Questions
While conducting the interview you should take notes of their clarification request or
comments about not being clear about the question. After you complete the interview ask
your field test interviewee the following clarifying questions. Try not to make it
another interview; just have a friendly conversation. Either script or record their
feedback so you can compare with the other two members of your team to develop your
feedback report on how to improve the interview questions.
1. How did you feel about the interview? Do you think you had ample opportunities
to describe what you do as a leader when working with your team or staff?
2. Did you feel the amount of time for the interview was ok?
3. Were the questions by and large clear or were there places where you were
uncertain what was being asked?
4. Can you recall any words or terms being asked about during the interview that
were confusing?
5. And finally, did I appear comfortable during the interview… (I’m pretty new at
this)?
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APPENDIX J
Expert Review of Researcher Interview Skills
Field Test – Observer Feedback
Conducting interviews is a learned skill set based on experience and feedback. Gaining
valuable insight about interview skills and affect with the interview will support the
collection of data gathering when interviewing actual participant. As the interview
observer you should reflect on the questions below after the interview is finished. You
should provide independent feedback at the conclusion of the interview field test. As
observer you should take notes that will assist the interviewer to be successful in
improving their interview skills.
1. How long did the interview take? ____ minutes Did the time seem appropriate?
2. Did the interviewer communicate in a receptive, cordial, and encouraging manner?
3. Was the introduction of the interview friendly with the use of commonly understood
language?
4. How did the interviewee feel during the interview?
5. Was the interviewer prepared and relaxed during the interview?
6. Did the interviewee understand the interview questions or did they require
clarification?
7. What parts of the interview went smoothly and why?
8. What parts of the interview seem to struggle and why do you think that was the case?
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9. Did the interviewer maintain objectivity and not interject value judgements or lead
the interviewee?
10. Did the interviewer take opportunity to discuss or request artifacts that support the
data gathered from the interview?
11. If you were to change any part of the interview, what would that part be and how
would you suggest changing it?
12. What suggestions do you have for improving the overall process?
*Conducting interviews virtually is different than face-to-face and requires more
attention to number 2 & 3 above. As an observer give specific feedback on these
items
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APPENDIX K
Researcher Self-Evaluation of Interview Skills
Interview Feedback Reflection Questions
Conducting interviews is a learned skill set/experience. Gaining valuable insight about
your interview skills and affect with the interview will support your data gathering when
interviewing the actual participants. As the researcher you should reflect on the questions
below after completing the interview. You should also discuss the following reflection
questions with your ‘observer’ after completing the interview field test. The questions are
written from your prospective as the interviewer. However, you can verbalize your
thoughts with the observer and they can add valuable insight from their observation.
1.

How long did the interview take? About ____ minutes Did the time seem to be
appropriate?

2. How did you feel during the interview?
3. Going into it, did you feel prepared to conduct the interview?
4. What parts of the interview went the most smoothly and why do you think that
was the case?
5. What parts of the interview seemed to struggle and why do you think that was the
case?
6. If you were to change any part of the interview, what would that part be and how
would you change it?
7. What suggestions do you have for improving the overall process?
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APPENDIX L
CITI Certification of Human Subject Research: Social-Behavioral-Educational
Researchers Basic
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APPENDIX M
BUIRB Approval
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APPENDIX N
Survey Responses: Quantitative Analysis
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